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Until recent years, literature on certain di- 
seases of the vulva, affecting chiefly women at 
or past the menopause was entirely inadequate 
and for the most part, misleading. Medical 
schools failed to teach much about such con- 
ditions as pruritus vulva, leukoplakic vulvitis 
and kraurosis and little was known of the histo- 
pathology of these conditions. Most physicians 
of today pass them up entirely too lightly, and 
fail to study these cases properly. For this 
reason, many cases are undiagnosed until they 
are in an incurable condition; particularly is 
this true of leukoplakic vulvitis and cancer. 
During the past few years, however, numerous 
articles on these subjects have been contributed 
and the etiology of cancer of the vulva has 
been fairly well established, revolutionizing the 
treatment of leukoplakic vulvitis and kraurosis, 
as well as cancer of the vulva. The purpose of 
this paper is not to introduce anything new, but 
merely to discuss the diagnosis and treatment 
of leukoplakic vulvitis, cancer of the vulva and 
chronic hypertrophic ulcerative vulvitis with a 
report of a few cases. 

Chronic hypertrophic ulcerative vulvitis is a 
disease affecting the vulva of women at any 
age, usually in the early thirties. The etiology 
of this condition varies considerably. There is 
a high incidence of pre-existing syphilis. Some 


*Read before the Louisiana State Medical So- 
ciety, Monroe, April 27, 1937. 

The pathologic diagnosis on all the cases 
presented in this paper was made by Dr. W. R. 
Mathews, Pathologist, Shreveport, Louisiana. 


authors have thought that tuberculosis causes 
the disease. Lymphogranuloma and granuloma 
inguinale have also caused this condition. Lack 
of cleanliness, profuse irritating discharge and 
gonorrhea have likewise been thought to have 
caused this condition. In the tropical countries, 
Filaria sanguinis produces this condition. The 
elephantiasis should not only. be of the vulva, 
but one or both legs should be involved also. 
The fundamental factors common to them are: 
(1) blocking the lymphatic return; (2) pro- 
fuse irritating discharge; (3) racial predisposi- 
tion to skin hypertrophy, and (4) high inci- 
dence to pre-existing syphilis. 
SYMPTOMS 

A sensation of burning and rawness, due to 
ulceration. Usually there is a vaginal discharge 
and there may be incontinency of urine if the 
ulcer is attached to the urethra. Incontinency 
of urine is most likely to be present if fistulous 
openings are in the urethra. 
pronounced dispareunia. The 
disease is slow, but progressive. 


There is 
of the 
If pregnancy 
takes place, the complications are apt to be 
serious ; septicemia is likely to follow delivery. 
Lacerations of a severe nature are common. 


course 


TREATMENT 

Treatment should be instituted along the 
lines which would be better suited for the par- 
ticular cause of the disease. 
the cause, this line of treatment should be 
pushed to the limit. Where Donovan’s bodies 
have béen found and the diagnosis of granu- 
loma inguinale has been made, tartar emetic in 
10 c.c, intravenous injections has been used 
with some success. In suspected cases of tu- 
berculosis, direct sunlight to the vulva is recom- 
mended. In addition to the actinic ray effect, 
the thorough drying out of the vulva skin will 
be beneficial. In 


Where syphilis is 


some cases a thorouh cu- 
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rettage of the ulcerated area, followed by 
cauterization has been recommended. After all 
medical treatment has been used and failed and 
from three to five years have elapsed, surgery 
is the only treatment that will cure this condi- 
tion. By no means would anyone recommend 
the use of radium or roentgen ray because the 
devitalized hypertrophic ulcerated tissue is very 
sensitive to irradiation and extensive burns will 
result. 
CASE REPORT 

R. H., colored, aged 41 years, gave the follow- 
ing history: In the early part of 1932, she began 
with a sore on the right side of the labium ma- 
jorum, near the preputial fold. This was cauter- 
ized and local treatment instituted. The Wasser- 
mann was four plus with also a positive Frei test. 
She has had extensive antiluetic treatment for past 
three or four years, has also had tartar emetic. 
Her general condition is good. She has a retinitis, 
some hypertrophy of the heart with fibrillation. 
There is a fistulous tract in the urethra but the 
rectum is not involved. Vulvectomy was done on 
February 10, 1937; the wound healed by primary 
union. Pathologic report was as follows: “This 
is a granulomatous lesion. The cellular infiltra- 
tion is composed mainly of lymphocytes and plasma 
cells and in places there is a rather marked for- 
eign body giant cell reaction. In the subdermal 
area the aggregation of lymphocytes resembles 
somewhat lymph follicles. Productive inflamma- 
tion is rather diffuse; consistent with chancre in 
lymphopathia venerum but not specific. It could 
be due to syphilis so far as the sections are con- 
cerned.” (By: W. R. Mathews, Pathologist.) 

Some authors classify leukoplakic vulvitis 
and kraurosis as one and the same disease. 
Other authors give an entirely different view. 
In my paper, I take it for granted that krauro- 
sis is not a disease, but the result of a shrinkage 
of the vulva to such an extent that its elasticity 
is gone, and the vaginal introitus stenosed. Un- 
complicated kraurosis is the result of a lack of 
ovarian and thyroid function. Leukoplakia on 
the other hand is the result of pruritus of the 
vulva and leukorrhea of long standing, accom- 
panied by a low grade infection of the vulva. 
There is also a lack of ovarian function. 

Most all patients suffering from leukoplakic 
vulvitis have leukoplakia patches situated on 
either side of the vulva and involving princi- 
pally the non-hairy portions. Occasionally 
these patches are more pronounced on one side 
than the other, but for the most part, they are 


symmetrically distributed. Frequently the anal 
skin is involved. Leukoplakic vulvitis is rare 
in the colored race although occasionally it is 
found. Pruritus is the predominating symptom, 
accompanied by burning, distress on urination 
and loss of sleep. The pruritus may be so in- 
tense, and the introitus so shrunken that sexual 
intercourse is impossible. For a complete his- 
topathology of leukoplakic vulvitis, I refer you 
to the work of Taussig?. 
TREATMENT 

Patients with leukoplakia with little involve- 
ment may be treated by local measures. Fre- 
quent examinations, however, should be insist- 
ed upon, to safeguard against cancer. As long 
as there is pruritus, treatment should be kept 
up. While you have reason to believe that you 
are dealing with an endocrine disturbance, par- 
ticularly the follicular hormone, yet follicular 
medication has not proved to be of much value. 
Thyroid extract in certain cases is of immense 
value. Most patients, except those who respond 
to thyroid therapy, will slowly, but surely be- 
come worse. Surgery is the treatment of 
choice. Resection of the pudic nerve has been 
recommended to control the pruritus, and 
Counsellor reports some success with the pro- 
cedure. For complete cure, extirpation of the 
lesion by vulvectomy is the treatment of choice. 
roentgen ray and radium having no place in its 
treatment. 

CASE REPORT 

Mrs. M. S., white, aged 79 years, gave a history 
of pruritus vulva for about ten years. In this 
case, a small dose of radium had been used some 
months before and there were ulcerated areas on 
both sides of the vulva the size of a fifty cent 
piece, with burning and itching so severe that 
sleep was impossible. A vulvectomy was done 
January 27, 1933, giving her complete relief. 


Cancer of the vulva is not at all uncommon. 
Many authors give the ratio of cancer of the 
uterus to be about 20:1. They are relatively 
benign and the vast majority follow leukoplakic 
vulvitis. Occasionally, however, an epidermal 
cancer will arise from a syphilitic lesion. This 
particular type of cancer will be far more malig- 
nant than the epidermal cancer arising from 
leukoplakia. Cancer of the clitoris is a very 
rare disease, arising as a subdermal tumor and 
resembling sarcoma. I have not seen a primary 
cancer of the clitoris. Vestibular cancer about 
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the meatus usually arising from an old syphilitic 
process, involving the forshea, is very malig- 
nant, and has a tendency to metastasize early. 
The Bartholin cancer has long been recognized 
as a particular type of cancer and like the 
clitoris cancer, arises from the subdermal tis- 
sue. It may be either squamous cell, arising 
from the duct, or glandular, springing from 
the gland itself. There is usually a history of 
pre-existing chronic infection of the Bartholin’s 
gland. In looking for the etiologic factors in 
cancer of the vulva, Taussig has shown more 
than 50 per cent have leukoplakic background. 
In the colored race, particularly, a large per- 
centage will develop on a syphilitic lesion. In 
my small series of four cases of cancer of the 
vulva, leukoplakic vulvitis was present in all, 
for a number of years.* 
TREATMENT 

The treatment depends on the general con- 
dition of the patient and the extent of the di- 
sease. It may consist of: (1) treatment by 
local measures; (2) irradiation; (3) surgery. 
It is the experience of practically all authors, 
that whenever possible, surgery should be em- 
ployed, since it alone is the only hope for a 
cure. Practically all of these patients are ex- 
tremely old, many are in bad physical condi- 
tion and a great many are past all hope of cure. 
We are therefore forced to give some palliative 
measures, such as opiates and soothing lotions 
to the ulcerated vulva. Occasionally a destruc- 
tion of the ulcer may be made by diathermy. 
So far as irradiation is concerned, it has proved 
to be a failure by practically all who have used 
it. Heyman, in 1931, reported 14 cases, treated 
from 1914 to 1923, with roentgen ray and 
radium with three cures. Boone treated 13 
cases with radium, obtaining a four year cure in 
three cases. Giesecke treated five cases with 
roentgen ray and radium, but all died within 
five years. Tausch treated 15 patients with 
roentgen ray and radium with only one living 
five years. This patient died a few months 


*For a complete pathologic study of cancer of 
the vulva, I again refer you to the work of 
Taussig, “Malignant Tumors of the Vulva,” found 
in Obstetrics and Gynecology, by Curtis, Vol. 111, 
page 599, and the Third Edition of “Neoplastic 
Disease”, James Ewing, page 604, W. B. Saunders 
and Company. 
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later with a recurrence. The explanation as 
given by Taussig and others for the bad results 
of cancer of the vulva treated with roentgen 
ray and radium is the relatively high incidence 
of radium resistant tumors and the ineffective 
results of roentgen ray upon the inguinal and 
femoral gland metastasis. Taussig contends 
however, that in epidermal cancer and in all 
tumors, showing a low malignancy index, ir- 
radiation is inferior to operation. On the other 
hand, with rapidly growing malignant tumors 
in younger individuals we are justified in em- 
ploying radium, preferably gold radon seed to 
the ulcer, supplemented with deep roentgen ray 
therapy to both inguinal and femoral regions. 
As a supplement to surgery, some have recom- 
mended that radium may also be used in tumors 
that have begun to invade the rectal wall or 
the periosteum of the pubis. In every in- 
stance, where the urethra has become involved, 
treatment of this area with radium is prefer- 
able. Removal of the urethra is always fol- 
lowed by urinary incontinence. 


In my repoprt of four cases, two patients had 
received deep roentgen ray to the inguinal and 
femoral glands, prior to operation. In one 
patient the femoral and inguinal glands were 
resected by the method of Basset. 


CASE REPORTS 


Mrs. N. B., white, aged 66 years, gives a history 
of pruritus of 10 years. Biopsy shows leukoplakia. 
She was operated on January 6, 1933; wound 
healed by first intention. She has been well since 
that date. Pathologic report of tissue removed, 
shows squamous cell carcinoma, grade one. 





Fig. 1. 
noma grade 1. 


‘The microphotograph shows squamous carci- 
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Mrs. E. N., white, aged 58 years, had vulvectomy 
done November 6, 1933. Femoral and _ inguinal 
gland resection was done on right side. The ulcer 
on the right labium majus was about the size 





Fig. 4. Shows squamous carcinoma grade 1, gross 


lesion. 







Ste aa 
;, : done in March 1932. The patient returned in No- 
Fig. 2. Shows carcinoma of the vulva before opera- vember 1933, with a recurrence. Radium | 
tion. was used on the vulva. Pulmonary embolism 
caused this patient’s death 15 hours later. Even 

of a fifty cent piece. Pathologic report shows though the hospital records show that she died of 


squamous cell carcinoma, grade two. Roentgen 








Fig. 3. The microphotograph shows squamous carci- 
noma grade 2. 


ray treatment was given prior to operation. This 
patient is living and well today. 

Mrs. E. B., white, aged 86 years, was operated 
on and the pathologic report shows squamous cell 
carcinoma, grade one. A partial vulvectomy was Fig. 5. Shows specimen after operation. 
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bronchopneumonia, her death was so sudden, I 
have every reason to believe it was a pulmonary 
embolism. 

S. C., colored, aged 69 years, was operated on 
February 19, 1934. She expired a few days later 





Fig. 6. 


The microphotograph shows squamous carci- 
noma grade 2. 


from pneumonia following operation. Pathologic 
report shows squamous carcinoma, grade two. 

Five patients were treated at the hospital by 
the most modern methods of roentgen ray and 
radium, during the spring of 1932 to spring of 
1934, none of them are living today. 

TECHNIC OF OPERATION 

In doing the operation, after removing the 
posterior vaginal wall is 
loosened up as in doing a perineorrhaphy, after 


involved skin, the 


which an incision is made along each vaginal 
sulcus, so the vaginal mucosa can be drawn 
down over the perineum and attached to the 
upper margin of the anal mucosa with inter- 
rupted silk sutures. 

The technic of removal of the tributary 
lymphatics described by Basset, has proved 
satisfactory in the hands of Taussig and others. 
A word about the anesthetic should be made. 
Since the duration of the operation makes it 
desirable for these old women to have the 
minimum amount of general anesthesia, it has 
been my custom to use an H. M. C. No. 1 or 
2. followed by a small amount of ethylene gas. 
In dealing with these old women, it is well to 
pad the stirrups so that the popliteal vessels 
will not be contused. I am sure that one death 
from pulmonary embolism was due to trauma 
of the popliteal vein, (Mrs. N. C.) As a post- 
operative care, retention catheter is inserted for 
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the first 48 hours. It is well also to put the pa- 
tient on a diet which will keep the bowels from 
moving for several days. Dry dressing should be 
applied for the first 24 hours. In removing the 
dressings, the stagnated secretions will be re- 
moved along with the dressings; this will to 
a large extent decrease the wound infection and 
necrosis. The wound should be kept uncovered, 
protecting it of course from the bed clothing 
by means of a wire frame. A lamp sufficient 
to keep the air warm and dry, is placed in the 
frame. Irrigations of some mild antiseptic 
twice daily are of considerable importance. 
While it is impossible to get healing by pri- 
mary union, the necrosis and infection are re- 
duced to a minimum. One need not fear the 
cutting of Poupart’s ligament, since hernia is 
not apt to follow Basset’s operation. 


SUMMARY AND CONCLUSION 


Since hypertrophic ulcerative vulvitis is apt 
to undergo malignant changes’ unless it re- 
sponds to specific therapy, vulvectomy is the 
treatment of choice. Therefore, after a suf- 
ficient length of time has shown that this par- 
ticular case will not respond to medical treat- 
ment, one should consider vulvectomy. Leuko- 
plakic vulvitis appears usually in women shortly 
after menopause. The disease is rare in the 
negro race. It has been shown that more than 
half of the cases develop carcinoma. Pruritus 
is the most pronounced symptom. At least half 
of the cases likewise have an obliteration of 
the labial and preputial folds known as krauro- 
sis. From a histologic standpoint, there is a 
loss of elasticity in the skin due largely to a 
deficiency of ovarian hormone. This defect in 
the elastic structure results in abrasions and 
cracks in the skin, hence the reason for pruritus 
vulva. The scratching increases the amount of 
infection. Therefore the chronic vulvitis thus 
produced, leads to keratosis and acanthosis. 
While this hyperplastic stage is produced fairly 
early, the atrophic stage takes place later. 
Cancer however may develop during the hyper- 
plastic stage, or later during the atrophic stage. 
Treatment should consist of a complete vulvec- 
tomy. This will cure the patient of pruritus 
vulva and immediate relief from symptoms 
follow. Aside from curing the pruritus, she is 
free of a precancerous lesion, In dealing with 
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cancer of the vulva four distinct types are 
shown: 
1. Epidermal, springing from the vulva 


skin, where leukoplakic patches exist. 

2. The clitoris, very rare and highly mali- 
gnant. This tumor is of subdermal origin and 
resembles sarcoma. 

3. Vestibular cancer, arising from the vagi- 
nal introitus, usually in the young and from 
syphilitic ulcers. 

4. Bartholin gland cancer, one usually finds 
a history of chronic infection in the glands. 

All of the cases of cancer which I have 
treated have arisen from the epidermal skin, 
and all showed leukoplakia. Two of my four 
patients are living after four years and are well. 
One expired from pulmonary embolism at the 
age of 86 years. (Charity Hospital diagnosis— 
bronchopneumonia). One expired from pneu- 
monia several days following operation. 

While I am of the opinion that the double- 
sided Basset’s technic of gland removal together 
with vulvectomy is the operation of choice, I 
followed this procedure in only one case. Treat- 
ment of cancer of the vulva by radium and 
roentgen ray therapy has been very unsatis- 
factory by all who have tried it. Burns readily 
occur which are most annoying and painful. 
Surgery alone is to be considered unless the 
patient’s physical condition makes this impos- 
sible. 
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DISCUSSION 

Dr. Harold G. F. Edwards (Shreveport): I have 
listened to Dr. Rigby’s paper with considerable in- 
terest. There are one or two points I want to cor- 
rect in the last statement which he made. In the 
Tumor Clinic of the Shreveport Charity Hospital 
we have had 14 cases of carcinoma of the vulva. 
As he pointed out they are all in elderly women. 
He made one statement which I want to take ex- 
ception to: “That in those treated by modern 
radium and roentgen ray not one is living today”. 
I want to point out that three patients treated 
by combination of radium and roentgen ray 
are today living and free from the disease. I also 
want to call his attention to the fact that a pa- 
tient 70 years old treated for carcinoma of the 
vulva, a very anaplastic epidermoid cancer and 
one which Dr. Mathews reported would be radio- 
sensitive, was treafed by high voltage alone in 
December 1933; and we had a letter from her 
this year in which she states she is living and 
well and free from the disease. 


It is well known that the patients coming to the 
Shreveport Charity Hospital are received in an 
advanced stage of the disease. I do not say that 
vulvectomy is the method of choice. In fact, I 
do not know of any one method of choice in malig- 
nant disease. When some one tells this audience 
vulvectomy is the method of choice, he is not 
familiar with radiation in properly selected cases. 
What are you going to do when the disease has 
invaded the ischiorectal fossa? 


The patients in whom he reported radium be- 
ing used, I simply wish to remind him that in 
the two patients who died, all had vulval surgery. 
The one who died from a pulmonary embolism had 
a postmortem examination, and there was a well 
organized clot in the popliteal vessel, which we 
believe came as the result of the old woman be- 
ing put in stirrups, and not as a result of radium. 
The second woman who died of pneumonia was an 
old woman who had partial vulvectomy done one 
year previous and there was marked recurrence. 
In fact, the recurrence was larger than at the time 
of partial vulvectomy. This woman was so feeble 
that she was treated with a radium pack. I would 
say that a pack is simply the proper distribution 
of radium on a wax mold and is laid on the tumor, 
and from the fact that she was aged, she developed 
pneumonia and died. 


We do not attempt to treat by any one method. 
We treat by the method giving the best results, 
whether by surgery or radium. We have used the 
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combination of radium and surgery. We have 
used radium in carcinoma of the vulva which origi- 
nated in a leukoplakic base, and later performed 
vulvectomies because we recognized that radium 
or roentgen ray will not cure leukoplakia. 


Dr. E. von Haam (New Orleans): I am very 
much interested in these cases and question 
whether we are ever able to differentiate the cause 
as lymphogranuloma or syphilis. One of the dif- 
ficulties is because the patient may have a posi- 
tive Wassermann and Frej reaction and a local 
growth which resembles lymphogranuloma inguinale. 
We see more cases of involvement of the female 
urethra in lymphogranuloma inguinale than in 
syphilis. The female urethra is the origin of 
many of the lymphogranulomatous growths. The 
differentiation can be made by animal experimen- 
tation. In syphilis, primarily, the capillaries are 
involved, while in lymphogranuloma inguinale the 
lymph vessels are involved, and we just have to 
study the accumulation of the inflammation itself. 
If around the lymph vessels, we are more liable 
to make the diagnosis of lymphogranuloma; if the 
inflammation is around the small capillaries with 
thickening of the large vessels, syphilis. In both 
cases, the inflammatory cells seem plasma cells. 


Dr. W. R. Mathews (Shreveport): Dr. Rigby 
referred to the local conditions of the vulva which 
are related in a causative way to epithelioma. Of 
these, pruritus and leukoplakia are the most im- 
portant. Both clinical and pathologic observations 
indicate that the majority of primary malignant 
tumors of the vulva are antedated by these con- 
ditions. This would appear to imply that vulvec- 
tomy or partial vulvectomy in cases showing these 
lesions would prevent a good per cent of cancers 
of this organ. It should be noted that one can- 
not always determine on clinical features alone 
whether or not there has been malignant transfor- 
mation in leukoplakia. Before planning treatment 
a biopsy should be taken from the most suspicious 
area or areas and, in case the inguinal nodes are 
enlarged, an aspiration biopsy should be performed 
on these. A positive aspiration from a node indi- 
cates immediately the full scope of the therapeutic 
problem. Multiple negative aspirations from a 
suspected node constitute strong, but not absolute, 
evidence against metasatic malignant disease. 


In ulcerating cancers a severe infection is often 
present which complicates local conditions and 
accelerates the progress of the tumor. 


Metastases to the regional nodes have been ob- 
served as early as three and a half months from 
the beginning of the disease and have been delayed 
for more than three years. Lymph node involve- 
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ment is present in probably fifty per cent of the 
cases in the second six months of the disease. 


The course of vulval cancer in the majority of 
cases is rather rapid and terminates as a rule, if 
untreated, within two years after detection of the 
lesion. The rapidity of its course is probably due 
to the rich lymphatic and vascular supply of the 
tissue and, in some instances, undoubtedly to a 
complicating infection. However, there are many 
cases in which the first stage of the disease is 
slow and several years may elapse before metasta- 
ses develop. In cases with lymph node involve- 
ment the prognosis is decidedly unfavorable, re- 
gardless of the type or extent of treatment. If a 
survey of the full statistical data be made I doubt 
if much over five per cent of the cases with me- 
tastasis to the nodes would be found free from 
recurrence for a period of five years or more after 
treatment. 


Dr. Rigby (In conclusion): I appreciate very 
much the discussion of my paper by Drs. von 
Haam and W. R. Mathews. The only cases I re- 
fer to in my article are cases which were treated 
for cancer of the vulva at the Charity Hospital, 
Shreveport, Louisiana, from 1932 to 1934. There 
were nine cases of cancer of the vulva during this 
time, four of which were placed under my care 
for treatment, the other five were treated by the 
radiologic department and were not subjected to: 
vulvectomy. These patients were treated prior to 
my leaving the service of the Charity Hospital 
and are as follows: 


N. C.: (White)—Admitted 7/2/32, Hospital No. 
225952; diagnosis—squamous cell carcinoma, grade: 
2. Expired 7/16/32. 


R. W.: (White)—Admitted 6/5/33, Hospital No. 
232470; diagnosis—epidermoid carcinoma, grade 3. 
Expired 5/21/34. 


C. W.: (Col.)—Admitted 2/18/33, Hospital No. 
242622; diagnosis—epidermoid carcinoma, grade 3. 
Expired 9/29/33. (Vulva removed by endotherm— 
roentgen ray treatments). 


J. B.: (White)—Admitted 7/16/34, Hospital No. 
254095; diagnosis—epidermoid carcinoma, grade 2. 
Expired 11/7/35. 


D. M.: (Col)—Admitted 12/1/33. 
diagnosis—epidermoid carcinoma, 
not been heard from since 2/27/35. 


Clinic No. 839; 
grade 3. Has 


The pathologic diagnosis on all of the above 
cases was made by Dr. W. R. Mathews, Pathologist, 
Shreveport Charity Hospital. A copy of the above 
charts was given me by the stenographer and there: 
should be no mistakes as to the outcome of the 
cases. 
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THE TREATMENT OF CARCINOMA OF 
THE PROSTATE* , 


EUGENE B. VICKERY, M. D. 
New ORLEANS 


Review of the literature on prostatic cancer 
is generally discouraging. There are but few 
urologists who make an attempt at cure by radi- 
cal prostatectomy, and these men estimate that 
only 5 to 10 per cent of the carcinomas are 
suitable for such an operation when they first 
see them. 

This disease, in the majority of cases, origi- 
nates in the posterior lobe of the prostate, and 
usually has extended well beyond the gland be- 
fore symptoms bring the patient to examination. 
Most of the early ones are discovered in the 
course of a routine physical study. The great 
majority of cancers of the prostate occur after 
the age of sixty; in other words, it is a disease 
of late declining years. 
and Moore, 
working independently, show that the incidence 
is much higher than is 


Recent observations by Rich 
generally recognized. 
Rich reports finding carcinoma in 14 per cent 
of all men 50 years or more in age, on routine 
section of the prostate in 292 consecutive autop- 
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cancers grow slowly, but the rate of growth is 
unpredictable. This feeling is borne out by the 
findings of Rich and Moore when we note that 
the death rate from cancer of the prostate is 
only 1.5 per cent of the total cancer mortality, 
and in 1934 the total deaths in the United 
States numbered 6,578. 

The average incidence and this often-noted 
tardiness in growth argue against radical pros- 
tatectomy for cancer, as it is a formidable pro- 
cedure carrying a fairly high mortality rate, 
and fraught with the possibility of postopera- 
tive incontinence. The wisdom of such a course 
is debatable, and yet the radical operation would 
seem indicated in an individual who apparently 
has a life expectancy of many years, if the can- 
cer can be eliminated. The slow-growing char- 
acteristic of prostatic cancer also makes one 
wonder how long these small tumors might per- 
sist without symptoms if let alone, and how 
many cases of “five-year cures” 
cures. 


are really 


Below is a table of results reported from 
radical perineal prostatectomy. (It is generally 
conceded a radical suprapubic is impossible.) 


TABLE I 





sies. He states that a more thorough search IMMEDIATE RESULTS FROM RADICAL PERINEAL 
would doubtless show more of these tumors. a oe 
. o oO 
Moore made a section from each block of an 2 
individual prostate which had been divided in- s22 = 
° ° me = ® = 
to regularly spaced blocks, and reports an inci- S 2 B80 & 
nN ¢ = 2 855% 9 
dence of 20 per cent in men over 41 years of = 3 Ss z 
* - 5 959 a oi < 0 eo) a _— 
re © 7. 2c 5 . 1eE¢ 
age trom a sé vies ot 202 autopsies, Young 61 11 Not stated 
Most urologists feel that many prostatic gmith, G. G. 50 10 Partial—16% 
Total —16% 
*Read before the Louisiana State Medical So- Belt 25 8 Not stated 
ciety, Monroe, April 27, 1937. Rolnick 12 40% 
TABLE II 
ULTIMATE RESULTS OF RADICAL PERINEAL PROSTATECTOMY 
Died in 
Living over Died after Living less less than 5 yrs. 
Author Cases 5 yrs. 5 yIs. than 5 yrs. after operation 
Young 61 7 9 Not stated 5 
Smith, G. G. 50 4 8 10 23 
(6 showed cancer ) (19 showed cancer) 
Belt 25 3 1 showed cancer 10 7 
Rolnick 12 0 0 5 6 
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DIAGNOSIS 

Definite diagnosis of the nature of a small 
lump in the prostate by rectal palpation is im- 
possible. Roentgen rays will eliminate stone. 
Barringer and Ferguson advocate aspiration 
biopsy through the perineum with a long sharp 
needle, getting 80 per cent results, but other 
workers have not found this method of great 
help. Young and others doing radical pros- 
tatectomy expose the prostate by perineal sec- 
tion and do a biopsy. Occasionally a biopsy 
may be obtained from the urethra. 

RADIATION THERAPY 

and others have had 
radiation therapy. Bar- 
ringer uses long needles containing radium, in- 
troduced into the prostate and seminal vesicles 
through the perineum. 


Barringer, Ferguson 
much experience in 


This is combined with 
deep roentgen ray therapy given from five dif- 
ferent portals in small early lesions. When 
lesions are more extensive, he uses radium in- 
troduced with regular spacing into the prostate 
after the obstructing portion has been trimmed 
away by suprapubic approach. This is com- 
bined with deep roentgen ray therapy later. 
Barringer states that 8 per cent of 322 cases 
have been “controlled” from three to 17 years 
by such radiation. Bumpus, in 1926, reported 
122 cases treated with radium with an average 
life of 22 months afterward. Four were liv- 
ing more than five years. Belt is encouraged 
by the progress of patients exposed to extreme- 
ly high voltage roentgen ray therapy, but suf- 
ficient time has not elapsed to evaluate ulti- 
mate results. 


PALLIATIVE MEASURES 

Most workers have adopted the plan of let- 
ting prostatic carcinoma alone until it causes 
enough distress to warrant measures for relief. 
This, of course, is the only thing that can be 
done for the great majority who present them- 
selves after they are beyond the possibility of 
having more radical procedures carried out. 
Many of the patients when first seen have 
already acquired bone metastases. A good many 
palliative procedures have been used for relief 
of obstruction, and I list them below. 


Palliative Measures for Relief of Obstruction: 
1. Intermittent catheterization. 


2. Suprapubic cystostomy. 
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3. Suprapubic prostatectomy. 

4. Partial perineal prostatectomy. 
5. Radiation therapy. 

6. Transurethral resection. 


For a limited number of cases, use of the 
catheter is fairly satisfactory, and the patient 
may live for some time 
Suprapubic cystostomy has been employed by 
many surgeons as the best relief, and it carries 
a low operative risk. Bumpus in 1926 conclud- 
ed that it was probably the most satisfactory 
measure employed at that time. 
178 cases of prostatectomy by both suprapubic 
and perineal route, and found 17 living more 
than five years. The average length of life 

One hundred and twenty-five 


under this regime. 


He reviewed 


was 30 months. 
cystostomies gave an average life of 24 months, 
and six were living more than five years. Ham- 
mond in 1933 still felt that cystostomy was the 
proper method. 


However, a great many patients lead a more 
or less miserable existence with a suprapubic 
tube, and if it is possible to give them a func- 
tional bladder they are much better satisfied. 
This is a difficult procedure by both the supra- 
pubic and perineal routes, but more easily per- 
formed by the latter. Since the advent of com- 
monly-done transurethral resection a great many 
operators believe this less formidable procedure 
is the one of choice. Below is a tabulation of 
twelve cases in which this procedure has been 
done. These patients were operated on during 
the period between July 1932 and April 1935. 
Two years have elapsed since the last, All but 
four of these patients had acute retention of 
urine. The four who did not had residuals of 
8, 9, 12 and 15 ounces. 

The average postoperative period with a com- 
paratively comfortable bladder function is 23 
months, if one does not take into consideration 
the patient who evidently had a cardiac or em- 
bolic death seventeen days after resection, Cases 
4 (R. W.) and 7 (J. E. R.) both had a grade 
two malignancy. They are both comfortable, 
have no urinary infection and their weight is 
normal, but rectal examination reveals a slowly 
Case 8 (H. M.S.) 
had two resections before he was seen, and was 
quite uncomfortable. He gained sixty pounds 
following resection and held this weight until 


extending stony hard mass. 
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TRANSURETHRAL RESECTIONS FOR CARCINOMA OF PROSTATE 
Months with 


Case Age Date of Operation Functional Bladder Alive Died 
T. S. G. 62 July 1932 20 months Second resection En ens are eer 
S. M. 70 August 1932 6 months _ Patel 5 ie March 1933, of 
metastases. 
L. H. 52 September 1932 25 months wa October 1934, of 
heart disease. 
R. W. 65 September 1932 55 months Comfortable a AE tee 
J. A. 73 January 1933 18 months fe July 1935 
gE. ¢. F. 67 May 1933 20 months 7 j November 1935— 
‘ uremia. 
J. E. R. 55 January 1934 39 months Comfortable scsch eae lienesasanasiacialic 
H. M. S&S. 62 October 1934 23 months Second resection Sika lets 
September 1936 
W. H. S. 57 November 1934 12 months alas November 1935. 
Bladder comfortable 
D. J. W. 68 January 1935 21 months Suffering from catalase 
obstruction 
J. D. 56 April 1935 12 months sian April 1935, of 
metastases. 
Bladder comfortable 
J.B. C 70 April 1935 0 scanned 17 days after opera- 
tion, suddenly. 
Average: 63 23 months 





a second resection 23 months later. This illu- 
strates the necessity of removing all obstruct- 
ing tissue. 

All of these were resected 
Braasch-Bumpus resectoscope. 


cases with the 
Carcinomatous 
tissue is trimmed away with more ease than 
benign tissue, and there is usually less attend- 
ant hemorrhage. Whenever subsequent resec- 
tions have been done, a generally contracted 
posterior urethra has been encountered, and this 
is difficult to trim out. 


Passage of large 


sounds for this condition is beneficial. 
SUMMARY 

There is no doubt in my mind that transure- 
thral resection when properly done gives the 
patient with malignant prostatic disease great 
relief without extensive surgery, and it can be 
repeated whenever it becomes necessary. While 
this is too small a group of patients from whom 
to draw any definite conclusions, it is evident 
that a satisfactory resection offers them one or 
more years of fairly comfortable bladder func- 
tion. At the I am using deep 
roentgen ray therapy as a postoperative mea- 
sure. It is also recommended in those patients 
who have discomfort when there is no residual 
and infection does not seem to account for it. 


present time 
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Surg. 
DISCUSSION 

Dr. W. A. Reed (New Orleans): Malignancy of 
the prostate, just as with malignancies elsewhere, 
are apparently on the increase, but it may be that 
this is due to the fact that the average span of 
life is several years longer than it was 50 years 
ago, thereby adding a few more years to the can- 
cer period of life. Prostatic malignancy is a prob- 
lem that affects not only the urologist but all the 
other allied branches of medicine as well. 


First, I would like to call your attention to the 
fact that as yet the examination of the prostate per 
rectum should be a part of every physical examina- 
tion equally as much as an inspection of the mouth 
and throat for dental infection or diseased tonsils, 
or the determination of blood pressure. 

Carcinoma of the prostate is absolutely painless 
until it has penetrated the capsule and involved 
the periprostatic area or metastasized to other 
parts of the body. And, too, there frequently is 
very little urinary disturbance in spite of a pros- 
tatic malignancy that is readily detectable by the 
sense of touch. As Hertzler expresses it “The 
density of carcinoma to the finger that has felt 
much, is the most reliable evidence in medicine. 
The surgeon’s eye may betray him, his ear bear 
him false witness, but the educated touch, attuned 
to the feel of epithelial malignancy, 
faithful servant always.” 


remains his 


Therefore permit me to urge each one of you 
that this simple procedure be carried out on every 
mele patient that you are called to see. By so do- 
ing you will only too frequently find why your 
patient failed to regain the weight he recently 
in spite cf the fact that he had taken for 
months and vitamin tonic pre- 
scribed by a reputable physician in an adjoining 
city. or why his backache failed to respond to the 
latest approved sacro-iliac belt. 


lost 


an excellent iron 


Furthermore, the early detection of a suspicious- 
ly hard area or nodulation in any portion of an 
enlarged prostate, except just beneath the capsule, 
in an individual in his early sixties, may at 
this stage permit of a complete enucleation of the 
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adenomatous portion of the gland, along with the 
malignancy. If, in such a case, a metastasis has 
not yet occurred, a complete and radical cure is 
very frequently obtained. 

Not long ago I spent sometime at Johns Hopkins 
where I was amazed at the demonstration of a 
large series of slides that were made from ordi- 
nary senile prostates that had been removed in 
toto, and in none of which was there any demon- 
strable evidence of malignancy. Serial sections 
through the entire gland showed definite central 
malignancies in 25 per cent of them. Therefore 
one in every four or five male patients with en- 
larged prostates has some malignant change al- 
ready existing in the gland. 

This simple fact alone is enough to cause me, as 
well as many others, to maintain that the old time 
suprapubic or perineal prostatectomy still must be 
considered when one is dealing with large glandular 
hypertrophies. However, when faced with an ad- 
vanced prostatic malignancy, where the gland is 
comparable to so much reinforced concrete sur- 
rounding the valley of the posterior urethra, the 
procedure outlined by Dr. Vickery is the one to be 
selected. It makes the remaining years of life of 
these poor unfortunates comfortable in a way that 
no other procedure will do. When and where a re- 
section cannot be carried out the next best method 
of choice, of course, is a permanent suprapubic 
cystotomy. 

The final decision as to which of the two pro- 
cedures to use depends on many things, para- 
mount among which is the availability of a capable 
resectionist as well as the general condition of 
the patient. 

Dr. U. S. Hargrove (Baton Rouge): Prostatic 
disease has been widely publicized recently, and 
the public is prostate conscious. 

I feel that one of the high spots in Dr. Vickery’s 
paper was his remarks on radical removal of ma- 
lignant glands. Radical removal is quite an ex- 
tensive piece of surgery, and carries a very defi- 
nite operative mortality, and an even greater mor- 
bidity, as shown in the large number of cases of in- 
continence following this operation. One surgeon 
quotes incontinence in 50 per cent of all cases 
surviving the operation; another admits 32 per 
cent. 


Dr. Vickery states that in a series of autopsies 
on patients dying from all causes, 15 per cent 
showed postmortem carcinoma of the prostate, but 
only 1% per cent of carcinoma deaths only, (not 
including other causes of death), were due to carci- 
noma of the prostate. That leaves a tremendous 
difference between the number of men showing 
carcinoma of the prostate at autopsy, and the num- 
ber dying because of carcinoma of the prostate. 
Therefore I feel that to subject a man to the ex- 
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tensive operation of radical removal, with its high 
mortality and high incidence of incontinence, is 
rather increasing his chances of death instead of 
decreasing them, and does not strike me as good 
treatment. 

I am going to quote from Hinman, whose state- 
ments probably express the coypsensus of opinion: 
“A few urologists of experience doubt the cure of 
any case by any method. No one has cured a case 
by radium or roentgen ray. The majority devote 
their efforts to the postponement of death. Only 
a few men can give proof that early diagnosis and 
radical removal will cure. Nevertheless, until that 
time when the cause of cancer is known and a 
specific discovered, radical surgery is the only 
cure. Unfortunately, it is very rarely applicable. 
Insidious and slow growing cancer usually has 
spread beyond the hope of radical removal when 
discovered.” Therefore in carcinoma of the pros- 
tate, a great many resolve the question into one of 
symptomatic treatment. 

There are two main symptoms from which the 
patient desires relief: One is pain, due to pres- 
sure on pelvic nerves; the other is difficult and 
painful urination. I think we should direct our 
efforts towards relief of the most prominent symp- 
tom. Deep roentgen ray is effective in quite a 
number of cases in relieving pain, although not so 
in relieving urinary difficulties. For pain then we 
can use deep roentgen ray, sedatives and narcotics. 
For relief of urinary difficulties, we can use trans- 
urethral resection and the suprapubic tube. Until 
a better method of treating carcinoma of the pros- 
tate, as well as other carcinomas is advanced, I 
believe that is the status of the situation. 

Dr. M. H. Foster (Alexandria, La.): The his- 
tory of prostate cancer was developed in five 
periods: (1). The period of darkness, when noth- 
ing was known about it. (2). The period of accu- 
rate pathologic diagnosis, when it was definitely 
separated from other morbid prostates. (3). The 
period of partial, and radical surgical attack. (4). 
The period of irradiation, when it was attacked 
by roentgen ray and radium. (5). The period of 
attack by irradiation and surgery combined. 

Histologically, prostate cancer shows a _ pro- 
nounced tendency to occur in the posterior lamella, 
or that portion of the gland nearest the rectum, 
and most accessible to the palpating finger. Oc- 
casionally malignant areas may be encountered 
isolated within a previously developed hyper- 
trophy. 

For purposes of clinical diagnosis, Pousson 
(1914) mentions two varieties: First, small cir- 
cumscribed prostate, often smaller than normal 
gland; second, carcinose  prostata-pelvienne of 
Imbert (1904), large, diffuse, may completely in- 
filtrate both vesicles, extending beyond the reach 
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of the palpating finger superiorly, and the urethra 
inferiorly, filling the bottom of the pelvis. Both 
are hard, nodular, infiltrative, adherent, fixed, and 
tend to present abrupt, precipitous, and overhang- 
ing edges. 

Treatment by radical surgery had been attempt- 
ed by Leisrink, Czerny, Fuller, Kuster, and Harris 
before the present century, always with fatal re- 
sults, the few who survived the operation dying of 
early metastasis. Young first employed carefully 
planned and systematised radical removal in 1904. 
His early cases survived the operation, but all were 
incontinent. In 1914 he claimed that by his new 
technic, he was obtaining perfect urinary con- 
trol in almost every case. Because of the pa- 
tient’s delay, or the doctor’s neglect to consider 
early diagnosis of cancer, permanent cures resulted 
in but 5 per cent of the cases. 

Konrad Roentgen discovered roentgen rays in 
1895, and Madame Curie, radium in 1903. Lumeau 
(1907), Minet (1908), respectively, were the first 
to employ these modalities in the treatment of 
prostate cancer. Deming (1922) claimed relief 
from dysuria in 75 per cent, metastatic pain in 
50 per cent, recession in size in 55 per cent of 
diffuse, inoperable cancer, when treated with ra- 
dium. 

Electro-surgical resection was first presented by 
Stern (1926). 


For reasons as yet inadequately understood, 
cases are sometimes encountered which resent at- 
tacks by radium, and by the trajected conversive 
heat effect of electro-surgical resection, by a rapid 
and vicious flare up of malignant aetivity. This 
vicious response seldom follows deep roentgen ray, 
and has not been reported after transurethral re- 
moval of bladder neck obstructions with the cau- 
tery punch. Both appear to exert a subduing 
and retarding influence upon the clinical progress 
of the malignancy. 


When small contracted prostates are surgically 
enucleated, experience has shown that bars, 
bands, contractures usually remain, and that uri- 
nary obstruction persists. This caused Young to 
take up the punch about 30 years ago. With it he 
removed a few wads of tissue from the bladder 
neck and definitely cured the obstruction. 

In prostato-pelvic carcinoma, metastasis has oc- 
curred; the hazard is grave, radical surgery not 
feasible. Bladder drainage is first provided, the 
mass is shrunk by deep roentgen ray with Cou- 
tard’s technic, then after a suitable period for con- 
gestion to subside locally, and for the patient to 
make a constitutional come-back generally, all ob- 
structing tissue is removed from the bladder neck 
with Caulk’s cautery punch. Comfortable urina- 
tion is obtained, and catheter drainage is imme- 
diately dispensed with. 
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Examination of tissue which we have removed 
thus, still shows the presence of cancer cells, so 
we are unable to report laboratory cures at pres- 
ent. We do have many old men who are living 
without clinical recurrences, healthy, happy, and 
urinating comfortably, anywhere from a_ few 
months to 12 years after the cautery punch opera- 
tion. 

Relief of bladder neck obstructions by trans- 
urethral punch is not a new idea. It was first at- 
tempted probably by Guthrie (1834), also by Mer- 
cier (1836), and Bottini (1874). Young did the 
first transurethral punch operation in America, 
with an instrument of his own construction, Marcn 
29, 1909. John Caulk announced his cautery punch 
in 1919, and with slight improvement by Kackley, 
it remains the safest and most satisfactory instru- 
ment for removing bladder neck obstructions. 
There is no mortality inherent in the procedure 
itself. The anesthetic is either twilight, or 50 
mgm. (or less) of novocain in the spinal canal. 
The patient may leave the hospital in three days, 
enjoying full physiologic urination. Those who 
have never troubled to acquire skill and efficiency 
in the use of this instrument, will be surprised at 
the amount of tissue which can be removed with 
it. Mortality is negligible. Morbidity is trivial. 

Dr. R. F. Sharp (New Ofleans): On the uro- 
logical service of the L. S. U. Medical Center, Char- 
ity Hospital, we have been doing prostatic resec- 
tion since 1932. We have used exclusively the 
McCarthy resectoscope and the Davis-Bovie elec- 
trical unit. This method has left little to be de- 
sired as regards its cutting and hemostatic ability. 
We have found, as a general rule, that our cases 
of carcinoma of the prostate stand prostatic resec- 
tion better than the adenomas. This, I believe, is 
due to the fact that there is less bleeding in the 
carcinoma cases, less absorption by the remaining 
portion of the prostate gland and the removal of 
smaller amounts of tissue. 

Following prostatic resection, the carcinoma pa- 
tients enjoy a period of comparative comfort, vary- 
ing from a few months to a few years. The most 
common complaint is a frequency and urgency of 
urination. Incontinence has been infrequent, ex- 
cept in those patients suffering from this complaint 
before resection. 

We have had a few patients who had to be re- 
sected a second time due to a recurrence of the 
obstruction. I have found that they tolerated the 
second resection better than the first. Compared 
to suprapubic cystotomy, they are far more com- 
fortable and less trouble to themselves and their 
doctor. Of course neither prostatic resection nor 
suprapubic cystotomy offers any hope of cure for 
these unfortunates. Complete prostotectomy by 
the perineal route provides the best chance of cure. 


457 


But as Dr. Vickery has so well shown by compil- 
ing the statistics of the leading perineal prostatec- 
tomists in this country, the ideal cases are few, 
the mortality high and the recurrence of the ma- 
lignancy too frequent. 

However, in ideal cases where an expert operator 
is available, this is the method of choice. We have 
not been doing perineal prostatectomies on our 
service. For all other cases of carcinoma of the 
prostate, the method of choice is prostatic resection 
and may be supplemented by radium or deep ray 
therapy if so desired. 





CONGENITAL MALFORMATIONS 
THE RECTUM AND ANUS AS A 
CAUSE OF CONSTIPATION* 


OF 


CLARENCE H. WEBB, M. D. 


SHREVEPORT, La. 


The completely obstructing congenital ano- 
malies of the lower intestinal tract, as imper- 
forate anus and absence of anus or rectum, 
command immediate attention in the neonatal 
period. Less spectacular, and therefore less 
easily recognized, are the many instances of par- 
tial occlusion of the recto-anal canal by con- 
genital malformations, which may produce per- 
sistent constipation, and a long train of ills, 
including fissures, fistulas, peri-anal abscesses, 
fecal impaction, dilatation of the colon and other 
associated phenomena. These difficulties are 
usually manifested during the period of infancy, 
but may persist into childhood, or even adult 
life, as reported by David!. 

EMBRYOLOGICAL DEVELOPMENT 


A brief review of the embryologic develop- 
ment of the rectum and anus is necessary to 
understand the presence of these anomalies. 
The complete descriptions by Ladd and Gross?, 
together with standard texts on embryology, are 
used as a basis for this discussion. 


In the embryo of three weeks, the urinary 
tract and the hind gut of the gastrointestinal 
tract unite in a common cavity, the cloaca. This 
cloaca is separated from the outer surface of 
the body by the cloacal membrane and is di- 


*Read before the Louisiana State Medical So- 
ciety, Monroe, April 28, 1937. 
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Fig. 1. Development 
vided into anterior and posterior portions by 
the urogenital septum, which by seven weeks 
grows downward to separate the urogenital 
tract from the Any lack of 
complete separation at this stage may produce 
rectum and_ bladder, 


intestinal ‘tract. 


fistulae between the 


urethra or vagina. 


of cloaca in embryo of three weeks. 


The rectum is still separated from the- body 
surface by the anal membrane or plate. There 
now appears a pit or inpocketing of this anal 
membrane, the proctodeum, which pushes up- 
ward to join the rectum. By the eighth or 
ninth week, the anus and rectum unite and the 
anal membrane disappears. 





Fig. 2. 


TYPES AND FREQUENCY OF DEFECTS 

Figure 2, taken Bolling®, 
types of defects resulting from imperfect com- 
pletion of these developmental processes. In 


A, imperforate anus is produced by a failure 


from shows the 


Types of defects resulting from imperfect ¢ ompletion of embryologic development. 


of the anal membrane to invaginate or absorb. 
In B, there is complete absence of rectum and 
anus, difficult to correct. In C, the procto- 
deum has formed and advanced to meet the 
rectum but they are still separated by a persist- 
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Fig. 3. 
Sickle-shaped diaphragm. 


ent membrance. 
connections with bladder and vagina are illus- 


In E and F, types of fistulous 
trated. In D, more germane to the present dis- 
cussion, partial absorption of the membrane 
separating the proctodeum, or embryonic anal 
canal from the rectum, has left a stenosis or 
iris—diaphragm stricture of the passage. As 
shown in Figure 3, reproduced from David* in 
3rennemann’s Pediatrics, the diaphragm is us- 
ually thin, with circular or semilunar opening, 
but occasionally there is a tubular stricture 
(Fig. 3, 2 
at one to two centimeters above the internal 
sphincter, but may occur, as in Case 4 of my 
series, at the anal outlet, in a position analogous 
to the membrane of imperforate anus. 

The frequency of the severe defects, such as 
imperforate anus or absence of segments, is 


The constriction is usually found 
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Proctoscopic view of 3 


rectum. 1. Iris type. 2. . Tubular stricture. 3. 


given by various authors as one in 5,000 in- 
fants®, one in 7,581® and one in 10,0007. The 
stenoses are probably much more frequent, con- 
sidering the reports of Brennemann®, Kallef® 
and others who have called attention to their 
frequency as a cause of constipation. 
CLINICAL SYMPTOMS 

The young infant with any appreciable degree 
of rectal stenosis will have some difficulty ex- 
pelling the stool from the rectum. At time of 
defecation he strains, turns red and may cry. 
Distention and colicky pains are frequent. As 
the stools become firmer and therefore more 
difficult to pass, constipation increases. The 
very mild stenosis due to soft membranes may 
be automatically dilated by the passage of firm 
stools, but only after weeks of discomfort. 
When the occlusion is more marked, the stools 
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may be ribbon-like or pencil-like, as in Case 5 
of my series. Irritation of the anal membrane 
from hard stools may lead to fissures, resulting 
in spastic sphincters and increased pain on pass- 
age of stool. Peri-anal or ischiorectal abscesses 
may follow infection of the 
(Case 6), while in some instances congenital 
fistulous tracts are associated with the other 
Prolonged partial obstruction may 
result in chronic dilatation of the colon from 


intestinal wall 


anomalies. 


retained feces and gas, at times simulating 
Hirschsprung’s disease or congenital dilatation 
of the colon. As in this disease, fecal impac- 
tion may alternate with bouts of irritative diar- 
rhea, and the child’s general nutrition be seri- 
ously affected. Case 6 exhibited some of these 
difficulties and eventually may have presented 
the complete picture, had the obstructing mem- 
brane not been incised. 


TREATMENT 

As heretofore stated, simple dilatation with 
the examining finger relieves most of these in- 
fants. The little finger, well lubricated, should 
be used and force avoided. As the finger is 
inserted into the anus, the baby will bear down 
and exert sufficient force to dilate the ring in 
most instances. Dilatation may be repeated at 
intervals of one day to one week and should be 
carried to the point where the index finger may 
be inserted freely. The stools should be kept 
soft with mineral oil and agar. Fissure may 
be treated with silver nitrate and hot sitz baths. 
Fistulae must be removed by surgical means, 
dissecting out the tracts carefully. If the ste- 
nosis is not relieved by digital dilatation, stellate 
incision of the obstructing membrane is indi- 
The rare instance of tubular stenosis, 
in accordance with the recommendation of 
David!, may be treated by a longitudinal inci- 
sion, sutured transversely, thereby increasing 


cated. 


In all cases attention to the in- 
fant’s nutrition is essential. 


the diameter. 


CASE REPORTS 
STENOSIS FROM IRIS MEMBRANE 


Case 1. E. K. Jr., a white male infant, had a 
spontaneous delivery at full term, weighing seven 
pounds, ten ounces. Both of the parents were 
healthy and no history of congenital defects was 
secured. The baby was breast fed with comple- 
mental feedings of an evaporated milk formula, 
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and progressive weight gain had ensued. When 
seen January 24, 1934, at six weeks of age, there 
was a history of excessive gas and distention and 
of marked straining when stools were passed, des- 
pite the fact that the stools were loose. 


Examination showed normal development and 
nutrition with no evidence of congenital defects. 
Rectal examination with the little finger showed 
a membrane just within the internal sphincter, 
with opening which barely admitted the finger tip, 
probably 8 mm. in diameter. It dilated fairly 
easily to admit the tip of finger. Dilatation was 
repeated on alternate days for a total of five times, 
at which time the index finger could be passed. 
The straining was diminished after the second di- 
latation. 


Case 2. J. M. L., a white female infant of healthy 
parents, was delivered at full term in June, 1936. 
Birth weight was seven pounds, two ounces, and 
the baby, fed at breast, gained steadily. She was 
referred at six weeks by Dr. M. T. Green, because 
of fever and loose stools over a week’s time, with 
one convulsive seizure. There was additional his- 
tory of straining at stool with streaks of blood 
present. 

Examination showed presence of acute pharyn- 
gitis, to which the febrile attack was attributed, 
also atresia of the right tear duct, resulting in 
constant lacrimation. Rectal examination with the 
little finger disclosed presence of a thin iris mem- 
brane about 1 cm. from the sphincter, the opening 
barely admitting the finger tip. With slight pres- 
sure, complete dilatation to full finger size was 
secured and no recurrence of symptoms was re- 
ported after this single dilatation. 

Case 3. S. G., was a white female infant re- 
ferred at three and a half months of age by Dr. 
Wilkins McDade of Minden. She was delivered 
spontaneously at full term, weighing eight and a 
half pounds. Her neonatal period was uneventful 
and she had gained satisfactorily on breast feed- 
ings. At four weeks of age, she awoke screaming, 
then had an attack of cyanosis followed by pallor 
and limpness. A similar attack occurred on the 
day of my first examination. For two weeks prior 
to examination, the previously existing constipa- 
tion had been exaggerated, requiring suppositories 
for relief. Straining at stool was marked. 

Physical examination revealed a well developed 
baby, weighing twelve and a half pounds. No 
abnormalities were discovered until the rectal ex- 
amination, when an hypertrophied membrane was 
found just above the inner sphincter, with an 
opening about 8 to 10 mm. in diameter. This 
membrane was dilated rather easily. On examina- 
tion two weeks later, the finger was passed freely 
through the opening and the mother reported that 
two to three stools were passed daily without 
straining. 























Wess—The Rectum and Constipation 


STENOSIS FOLLOWING OPERATION FOR 
IMPERFORATE ANUS 


Case 4. P. C., a full term white male infant, 
was referred to the Highland Sanitarium Decem- 
ber 17, 1936, by Dr. J. L. Page of Vivian. The 
baby had taken feedings well for the two days 
since his birth, but only a very small amount of 
meconium passed. The abdomen increased in size 
and it was noted on inspection that almost 
complete atresia of the anus existed. 


Examination showed the abdomen markedly dis- 
tended, doughy in consistency, dull on percussion 
over the flanks. On inspecting the perineum, no 
anus was found, but there was a small duct ex- 
tending along the raphe, with pin-point opening in 
its posterior end, through which meconium oozed. 
The perineum bulged downward. The _ infant 
seemed to be in good condition otherwise. 


Operation: After hypodermoclysis of 200 c.c. of 
saline solution, Dr. J. A. Hendrick resected the 
fistula and incised the persistent anal plate, creat- 
ing an artificial anus. The rectal mucosa was 
brought down and sutured to the skin. The baby 
progressed satisfactorily and went home on the 
following day. On March 9, 1937, three months 
after the operation, the baby was returned to the 
office because of intense straining at stool and 
passage of small stools. Examination showed good 
general condition, the baby weighing 11 pounds, 
12 ounces. There was considerable scar tissue 
around the artificial anus, with contraction clos- 
ing the passage to the point that the finger tip 
could not be inserted (probably 5 mm.). The 
opening was dilated gently with a small speculum, 
and this was repeated daily for six days, by which 
time the little finger was admitted. Since then, 
dilatations have been continued at intervals grad- 
ually increasing to one week. At the present 
time, the index finger can be passed with gentle 
pressure and symptoms are relieved. 


STENOSIS FROM CONGENITAL ATRESIA; 
SECONDARY FISSURE 

Case 5. E. M. W., a white female infant of five 
months, was referred December 21, 1935, by Dr. 
M. S. LeDoux, because of difficulty and pain on 
passage of stool. The baby was delivered at full 
term, of healthy parents, weighing eight pounds, 
ten ounces. Breast feedings were adequate for 
two months, since then complemented with con- 
densed milk and later cow’s milk formulae, with 
addition of cereals and vegetable soup at four 
months. The mother stated that the baby always 
had discomfort on passing stools, regardless of 
their consistency, and the stools have had a rib- 
bon-like formation. Prune juice was started at 
one month, and suppositories or enemas were used 
daily from one to three months of age. For two 
weeks prior to the first visit, loose stools had been 
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present, the peri-anal skin excoriated and the baby 
extremely uncomfortable at time of stool. 

Physical examination showed good general nu- 
trition, with excellent muscle tone. Slight dis- 
tention of the abdomen was noted. Nothing other- 
wise of significance was discovered until the anal 
region was examined. The skin for several inches 
around the anus was moderately excoriated and 
inflamed. The sphincter was clamped tightly and 
on spreading the skin margins, a fissure about 
one-eighth inch long was seen in the midline an- 
terior to the anus. Careful examination disclosed 
a firm band-like constriction just at the internal 
sphincter with opening only about 5 mm. in di- 
ameter, not admitting the tip of the little finger. 

The fissure was treated with silver nitrate ap- 
plications and hot sitz baths for several days, 
then digital dilatations started. The stools were 
kept soft with mineral oil and agar-agar. By 
December 26 the finger tip could be passed and 
the interval between treatments was increased to 
four days. By January 3, 1936, two weeks after 
treatment was instituted, the fissure was prac- 
tically healed, although occasionally slight bleed- 
ing occurred on dilatation. After February, dila- 
tations at intervals of one to two weeks sufficed 
and the baby was much more comfortable. Less 
distention was present. By May, the index finger 
could be passed with ease and the family left town 
for a vacation. Occasional treatments were given 
during that time, and when seen again in Decem- 
ber, one year after treatments were instituted, the 
baby was in excellent condition, with no rectal 
symptoms, so long as she took mineral oil. Digi- 
tal examination showed no fissures, with the open- 
ing expanded to index finger size. Some thicken- 
ing of the wall at the internal sphincter was still 
manifested. 


STENOSIS FROM IRIS MEMBRANE; PERI-ANAL 
ABSCESS; DILATATION OF THE COLON 
Case 6. B. B., a white female infant, is included 


in this series by courtesy of Drs. R. T. Lucas and 
Barron Johns. I had the privilege of seeing the 
baby on several occasions with Dr. Lucas. Ap- 
parently normal at birth on November 17, 1930, 
the baby was breast fed, having only moderate 
difficulty due to distention. At six weeks of age, 
an indurated swelling appeared on the inner por- 


tion of the left buttock, with a history of pus 
and blood in the stool. A definite abscess de- 
veloped and was incised by Dr. Johns, draining 


pus freely. The incision healed but occasionally 
reopened and discharged a drop or two of pus. 
During the next few months the baby had some 
difficulty due to pyelitis. followed by anorexia 
and secondary anemia. At six months of age, 
distention increased and the baby would take milk 
only when asleep. A history of straining at stool 
since four months of age was secured. 
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Examination showed slight undernutrition and 
pallar, the baby weighing 15 pounds, one ounce. 
While asleep, with the abdomen relaxed, a hard 
mass was found starting in the pelvis and extend- 
ing upward above the rim of the pelvis, movable, 
nodular, giving the impression of a fecal mass. 
Slight induration persisted at the site of the peri- 
anal abscess. The little finger could not be passed 
beyond the internal sphincter, meeting a firm 
ring, beyond which were impacted feces. 

The patient was seen by Dr. Johns, who con- 
firmed the diagnosis of fecal impaction. After the 
use of oil enemas, part of the mass was removed 
and fluoroscopic examination after barium enema 
showed a movable mass in the rectum, with dila- 
tation of the upper rectum and sigmoid colon. 
The constricting membrane was then dilated 
with a small speculum and the impaction partially 
broken up, then by use of enemas, completely 
removed. 

Digital dilatations were used at varying inter- 
vals and mineral oil with agar given regularly. At 
16 months, however, obstructive symptoms in- 
creased and despite daily dilatations, no improve- 
ment was noted. The baby was again referred to 
Dr. Johns and under light anesthesia, the ob- 
structing membrane was cut with a crucial in- 
cision and well dilated. Subsequent examinations 
with the index finger showed a free passage 
through the site of the former membrane and the 
child was symptomatically relieved. Abdominal 
distention was markedly diminished. 


RECTAL EXAMINATION OF NEWBORN INFANTS 

In an attempt to secure some idea of the fre- 
quency of persistent membranes or other con- 
genital rectal defects, examination was made 
of a constructive series of 150 infants de- 
livered in the Shreveport Charity Hospital. 
Results from rectal examination of a consecu- 
tive series of newborn infants at Shreveport 
Charity Hospital: 

Of the total number, 102 were negro, 48 
white infants, with a slight preponderance of 
male infants. Digital examinations were made 


with the little finger, which measures 1.6 c.m. 
or 5@ inches in diameter at the terminal joint. 
In those instances where persistent bands or 
constricting rings were not found, this finger 
could be passed with ease, even in the case of 
premature infants weighing four pounds. In 
19 instances, or 12.6 per cent, there was resist- 
ance to passage of the finger, in most cases 
apparently due to a slight ring-like constriction 
just above the internal sphincter. Three in- 
fants had definite membranes situated 1 to 2 
centimeters above the internal sphincter, with 
openings 1.2 to 1.5 centimeters in diameter. 
They dilated readily. A fourth infant had a 
crescent or semi-circular membrane similar to 
No. 2, Fig. 3., very thin and easy to stretch. 

As noted in Table I, the defects were more 
numerous among the female infants, although 
Ladd? finds about equal frequency if the more 
marked defects in the two sexes. The fre- 
quency in white and colored infants seemed 
to be about the same. These findings would 
indicate that mild defects, due to incomplete 
absorption of the anal plate, are comparatively 
frequent. In most instances, as the baby grows 
larger, dilatation by firm stools probably corrects 
them automatically. That sufficient occlusion 
as to interfere with normal evacuations of 
stool is not infrequent, is indicated by the 
number of clinical cases reported. It is there- 
fore a good practice to do a plain digital ex- 
amination of the rectum when any infant or 
child has a history of persistent constipation 
and especially in those infants who strain at 
stool, pass ribbon-like stools or have marked 
distention, Similarly in cases of suspected 
Hirschsprung’s disease, examination for pres- 
ence of rectal obstruction is indicated. 

SUMMARY 
Congenital defects of the rectum and anus 






































TABLE I 
| | | 
am + « 32 $ & “ 
=e | #2 | $8 | 82 | 8 | 2 |32 
ee | BS | 8 | &8 | ee | es [eo 
Number of infants_.____________-___ ] 22, | 26 | 44° | 58 | 66 | 84 | 150 
Average weight in ounces... | 113 ] 116 | 109 | 116 | 110 | 116 | 114 
Anus smaller than 1.6 ¢.m.... | 6 | 1 | 8 | 4 | | ae 5 | 19 
III faschsarscecivacincninintenseinisciethnectesaeas | 27 3 18 | — 21 | 6 | 12 
Definite abnormality.....__.______.| - 3 1 | x 7 0 | 3 | sa 4 
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may produce complete or partial obstruction 
to the passage of intestinal contents. Partial 
obstruction, due usually to constricting rings 
or iris-like membranes, may lead to persistent 
constipation, straining at stools, distention of 
the large intestine, fissures, fistulas and other 
related disturbances, as illustrated by six case 
reports. Examinations of a series of newborn 
infants indicates that these are automatically 
dilated by passage of firm stools as the baby 
grows older. The presence of any of the symp- 
toms or conditions enumerated above warrants 
a rectal examination. These membrane defects 
are relieved in most instances by simple dila- 
tion, but operative treatment may be necessary 
for the more persistent. 
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DISCUSSION 

Dr. James H. Wells (Ruston): I should like to 
ask Dr. Webb what he used in the form of dilators. 
Did you use some small rubber dilators? Please 
give us a little information on your technic of 
dilatation. 

Dr. C. H. Hill (Monroe): I have had a few 
cases like that. Having had quite an experience 
in rectal diseases, mostly in grown people but 
some in children, there is one thing I want to 
stress to the general medical profession, especially 
those who do obstetrics. I have observed for 
almost twenty years that soon after birth, in those 
children who do not breathe easily and you want 
to stimulate respiration by dilating the sphincter 
muscle with your finger, that is sufficient. That 
is the best dilator. The mucous membrane is ten- 
der, and the average finger will suffice for that 
without using any instrument at all. Those chil- 
dren who are dilated at birth seldom have any 
rectal trouble afterward. 

I have done quite a little obstetrics, and I make 
it a rule that as soon as the baby is born, even 
if it cries heartily, to introduce my finger in the 


purulent otitis media. 
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rectum. As long as I have observed those chil- 
dren, and some of them are now twenty years of 
age, they have not had any rectal trouble. 

I think you will get ahead of a lot of rectal 
trouble, especially little fissures, and things like 
that, if you will do that as soon as you can. Dilate 
routinely by introducing the finger in the rectum. 
If there is a little constricting band, or something, 
you can take care of it and give him a better nerve 
and blood supply which will last him indefinitely. 

Dr. J. E. Knighton, Jr. (Shreveport): I do not 
know whether Dr. Webb included in his paper one 
of my own youngsters, but he saw them, and I can 
testify for him that these conditions do make a 
difference. We took care of it very nicely, and the 
boy is doing fine since then. 

Dr. C. H. Webb( In conclusion): In answer to 
Dr. Wells, I agree with Dr. Hill that the finger 
is the best dilator to use if at all possible. In 
most instances we find that with gentle force the 
little finger can be passed. In those too small 
for the tip of the finger to be introduced, a rubber 
dilator may be used or an instrument available to 
nearly every one, a small nasal speculum. Care 
must be used with any instrument, however, be- 
cause the mucous membrane is easily torn. Occas- 
ionally, even with digital dilatation, you will get 
a small amount of blood but if care is taken this 
will not do any particular damage. 





SEPTICEMIA IN CHILDREN* 


REPORT OF FIVE CASES WITH A REVIEW OF 
THE LITERATURE ON THERAPY 


RALPH TALBOT, M. D. 
Monroe, La. 


In this paper I am reporting two cases of 
pneumococcal septicemia, one case of staphylo- 
coccal septicemia, and two cases of streptococ- 
cal septicemia. 

Due to time allotment on each paper, it will 
be impossible to give complete details in each 
case reported. I shall give only the points of 
interest. 

CASE REPORTS 

Case 1. is that of a pneumococcal septicemia in 
a child six years of age who had lobar pneumonia 
previous to admission in an adjoining town. On 
admission, the child’s temperature was 106° rect- 
ally; pulse 150, thready; respiration around 50; 
leukocyte count 14,000, 71 per cent polys. The 
child was apparently critically ill. The history 
was that of seven-day lobar pneumonia, bilateral 
He had had his crisis and 
Medical 
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had seemed well until two days after the crisis, 
when fever returned. On admission, roentgen rays 
were made of chest, mastoids, and sinuses; all 
negative except chest. There the presence of fluid 
over the entire right side of chest was found. Aspir- 
ation revealed pus thick and yellowish-green in 
character. A portion of the ninth rib was resected 
in the right posterior axillary region. (A culture 
of pus was made). The child’s temperature did 
not decrease as expected after evacuation of pus. 
As temperature continued, the chest was again 
roentgen rayed and a pocket of pus was evident 
posteriorly, apparently in the pleural sac inregion 
of right apex and middle lobes. No new incision 
was made in the hope that the pus pocket might 
dissect its way into the original drainage area. After 
a few days, it was necessary to drain the pocket 
of pus by breaking up adhesions with the finger 
through the original opening. After this the child 
seemed improved. On the tenth day of hospitali- 
zation, the temperature rose and the child com- 
plained of itching over different areas of body, 
and chilly or cold sensations. At this time blood 
culture was taken and 18 hours later the report 
was positive for pneumococci type I. Fulton’s 
type I anti-pneumococcal serum was given intra- 
venously as soon as obtained, 20,000 units given 
on twelfth day of hospitalization, no marked 
results noted, no reaction. Eight hours later 
20,000 units intravenously repeated; blood culture 
following day still positive, so 20,000 units given 
intravenously again. At this time, 13 days after 
admission, an abscess was evident in lumbar 
region near lower pole of right kidney. This 
was drained and pneumococci found present in 
pus evacuated. Twenty thousand units of anti- 
toxin was given intravenously following evacu- 
ation of abscess. Blood culture at this time was 
negative. Convalescence was long but he continued 
to improve. The patient was in the hospital 25 
days. He remained in bed at home for six weeks 
and completely recovered. If you will notice this 
child recovered on drainage of foci of infection 
and pneumococcal antitoxin. He did not receive 
any dye or antiseptic or blood transfusion. 

Case 2. This is white male, aged 4, who had 
pneumococcal septicemia and the usual history 
of lobar pneumonia. On admission to the hos- 
pital he was in a state of severe cyanosis and heart 
failure; the oxygen tent was used, heart stimu- 
lants administered and he recovered apparently 
for a few days, then empyema developed. In drain- 
ing this patient usual rib resection or rubber 
tube punch was not used. I had recently listened 
to a lecture on drainage of empyema in childhood 
using a cut-off silver tracheotomy tube No. 2, 
which was slippel between the ribs into a stab 
wound. The cavity drained well using this method, 


the temperature gradually returned to normal and 
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the child was discharged after removing silver 
tube and replacing it with a rubber tube as cavity 
was still draining slightly. After discharge, the 
temperature remained around 99° and 100° for over 
a week; then temperature of septic type developed. 
He remained at home 27 days before returning to 
hospital. His temperature was of low grade. On ad- 
mission, a blood culture was made and positive 
pneumococci found. As the child was in a very 
grave condition the pneumococcus as not typed. 
Antipneumococci serum (a combined serum), put 
out by Lilly, to cover all types of pneumococci, was 
given in adult dosage intravenously. Six hours later 
the serum was used as before, intravenously. The 
results were gratifying, we thought at that time, as 
his temperature failed to rise in afternoon to 105° 
as it had in the past few days. The temperature 
was three degrees lower than it was the previous 
day. The day following serum, the temperature 
did not rise above 99° all day long, pulse dropped 
from 130 to 90 and respiration from 40 to 22 per 
minute. Here a fatal mistake was made. The 
patient was discharged through a misunderstand- 
ing of orders and no further serum was given. 
The child did well, I am told, at home for about 
four or five days, and was not returned to the 
hospital until a week had passed since the 
previous serum therapy. At this time a septic 
temperature was in full swing; urticaria and 
serum sickness, The patient was by this time 
very sensitive to skin test with serum and no fur- 
ther serum could be given. The child received sev- 
eral whole blood transfusions but finally expired. 
No other focus of infection developed, except in 
the kidneys. The urine showed numerous pus Cells 
in all examinations. 


This case, I think, is an example of the 
wrong way to handle a patient of this type. 
First, the drainage was done with a silver 
tracheotomy tube, which I think irritated or 
punched the lung, causing or helping to cause 
the blood stream infection. I am not criticising 
the method, as this was my first case and I 
might not have cut the tube off short enough. 
Second, a very bad mistake was made in fail- 
ing to continue serum while the child was not 
sensitive to serum. Third, a blood culture 
should have been made as soon as empyema was 
diagnosed because over 6 per cent of these pa- 
tients develop septicemia. I think all patients 
with empyema should be transfused before sur- 
gery is resorted to in order to prevent a 
septicemia. 

Case 3 is that of staphylococcic septicemia in a 
white female, aged 19 months. She came in with 
bilateral otitis media, tonsillitis and broncho- 
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pneumonia, a white count of 17,000 and 81 per 
cent polys. Due to extreme cyanosis and to the 
fact that chest was not wet in character, she was 
placed under an oxygen tent. It was necessary 
to do a bilateral myringotomy as soon as the child 
could stand it. The following day a severe gastro- 
enteritis was evident, pus, mucus and blood pres- 
ent, frequent stools. At this time the first indi- 
cation of a possible blood stream infection was 
evidenced by temperature rising to 106° and drop- 
ping to 97° twice in one day, sweating, thready 
pulse and mild convulsions, extreme prostration. 
Blood culture taken at this time was positive for 
gram-positive cocci. Stool culture, urine culture 
and culture of pus from ears all showed the same 
organism present as found in blood. Blood count 
at this time was 15,000 total white, 90 per cent 
polys, 2,000,000 red blood cells, 42 per cent hemo- 
globin. Due to low red count and septicemia, 150 
c.c. whole blood given as transfusion. Fluids by 
vein given daily. Six days later the child de- 
veloped a marked edema due to protein and blood 
loss or destruction and loss of fluids; transfusion 
was repeated. The pneumonia at this stage of 
the disease was not very evident as chest seemed 
clear on examination; however, due to sudden in- 
creased respiration a roentgen ray of chest was 
made, atelectasis of the base of the left lung was 
found and pneumonic process was apparently 
gone. The patient developed convulsions and 
spinal puncture was done mainly to determine by 
the Queckenstedt test the presence or absence of 
a thrombosed lateral sinus. Spinal fluid was under 
pressure but thrombosis was negative. Blood 
transfusion was repeated and the child from this 
time on convalesced. After 40 days of this critical 
illness, temperature became normal and _ after 
negative roentgen rays of mastoids, patient was 
discharged well apparently except for draining ears. 
Two weeks later returned with a definite mastoid- 
itis. After operation the child recovered and is well 
and healthy today, four years later. In this case 
the only therapy was repeated whole blood trans- 
fusions and symptomatic care; no dyes, neosalvar- 
san, no vaccines, no chemicals were used and the 
patient recovered, proving the value of blood in 
such cases. 


Case 4 is that of a streptococcic septicemia and 
meningitis as a complication of scarlet fever. The 
infant was a white female six months old, in per- 
fect health until March 11, 1937, when she de- 
veloped a high temperature and rolling of the 
head. The parents consulted an ear, nose and 
throat specialist and both ears were opened; 
twelve hours later a scarlet fever rash appeared 
and temperature remained elevated. Scarlet fever 
antitoxin was given subcutaneously and the in- 
fant returned to its home in the country as parent 
would not hospitalize the case. I did not see the 
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child the next day but its father reported rash 
about gone and temperature practically absent. 
The following day she was brought in in convul- 
sions, more or less continuous. She was hospital- 
ized; leukocytes, 19,300; 86 per cent polys; malaria 
negative; urine negative; roentgen ray of chest 
negative. Ear, nose and throat consultant reopened 
both ears. Later in the afternoon convulsions be- 
came more frequent and rigidity of neck was no- 
ticed. Spinal puncture revealed streptococci pres- 
ent, also blood culture taken at this time. As 
prontosil was being highly recommended for 
streptococci of hemolytic type, 5 c.c. of the drug 
was given intramuscularly every six hours. Pronty- 
lin could not be given orally due to set jaws and 
convulsions and inability to swallow. Spinal 
punctures were repeated as often as necessary to 
reduce pressure. The dye was readily absorbed 
and after the first injection even the spinal fluid 
was pink in color. The temperature dropped from 
106° rectally to 102° rectally in 48 hours and con- 
vulsions were somewhat decreased but after three 
days the child expired. There was no suppression 
of urine from large repeated doses of prontosil. 
This case is reported due to the fact that prontosil 
is being used extensively for treatment of scarlet 
fever and streptococci infection. 

Case 5. Drs. McHenry and Simonton graciously 
have allowed me to report a case of streptococcic 
septicemia in a 16 year old white male treated 
with prontosil. The history was that of a typical 
pneumonia shown by roentgen ray to be a central 
type involving lower left lobe. Treated as such 
from January 22, to January 26, 1937. At that 
time blood culture was reported positive cocci 
(streptococcus). Temperature was ranging from 
106° to 97° daily; prontosil was started 10 c.c. 
intramuscularly every four hours, two prontylin 
tablets every four hours. Twenty-four hours later, 
prontosil cut to 5 c.c. every six hours and one 
tablet of prontylin every six hours, continued this 
treatment on 27, 28, 29 and 30. Discontinued 
prontosil and kept up tablets orally until dis- 
charged. On this treatment, temperature became 
normal in two days and the patient eventually re- 
covered completely. 


TREATMENT AND PROPHYLAXIS 

Septic infections of the new born may be 
prevented by strict aseptic technic; also by 
surgical intervention in case of local infections 
before sepsis has occurred, and blood transfu- 
sions in such cases as require shocking or muti- 
lating operations. In other words, remove the 
infection sufficiently early and stop the flow 
of bacteria into the blood stream before the 
organs all over the body are involved. 


If prophylaxis fails and sepsis is known to 
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be present, then the picture is not hopeless in 
all cases. It depends upon the etiologic agent 
and resistance of the patient. 

As the streptococcus is the most frequent 
cause of sepsis, I shall discuss treatment of 
streptococcic septicemia first. Streptococci are 
classified as hemolytic and non-hemolytic. The 
hemolytic are the usual streptococci found in 
blood stream infections, as Streptococcus erysi- 
pelatis, Streptococcus scarlatinae, Streptococcus 
pyogenes. The mortaliy rate in streptococcic 
septicemia has, in the past, ranged around 60 
per cent to 90 per cent. The use of anti- 
streptococcic serum for erysipelas, and scarlet 
fever; polyvalent serum for other types has 
long been in use. Due to some streptococci 
producing exotoxins and some endotoxins, a 
satisfactory polyvalent serum has not been pro- 
duced. However, in scarlet fever and erysipelas 
it usually produces good results. Nothing as 
yet has been effective when the streptococci 
are the causes of a definite septicemia. 

Early in 1935, a startling chemo-therapeutic 
success was announced by Damagk in Germany. 
It was claimed to be specific in treatment of 
hemolytic streptococci infections. Since then, 
it has been used in every infection caused by 
the streptococcus, as erysipelas, angina, strep- 
tococcic pneumonia, acute and chronic poly- 
arthritis, scarlet fever, 
puerperal fever, puerperal sepsis, septic abor- 
tions, lymphangitis and acute tonsillitis. The 
Winthrop Chemical Company in the United 
States has put this chemo-therapeutic dye on 
the market under the trade name of prontosil 
and a tablet form under the name of prontylin. 
It is now being used extensively by most every 
physician in the country. 


septic endocarditis, 


Otto Scheurer reports excellent results in 
erysipelas, suppurative 
arthritis cases, but 
polyarthritis 


anginas, streptococcic 


poor results in chronic 
septic endocarditis lenta. 
Lathor reports excellent results in puerperal 


fever; four failures in 79 cases. 


and 


Schranz re- 
ports 60 cases of sepsis treated with prontosil 
with only three deaths. He used large doses up 
to 40 c.c. and never below 20 cc. A dose of 
this size can be used five to six days without 
giving rise to any disturbance. Schranz also ob- 
tained good results in staphylococcus infections 
as in osteomyelitis, furuncles and skull injuries. 
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He also used it prophylactically following la- 
bor, cesarean section, and curettage; also as a 
gargle. It is now being used subcutaneously 
more than by vein as it is quickly absorbed and 
no abscesses are formed, in doses from 10 to 
2C c.c. every six hours the first day, in conjunc- 
tion with one or two tablets every four hours, 
reducing the dosage as the patient improves. 

I have used it only in two cases and observed 
its use in two others. I used it prophylactically 
in a patient with empyema who showed strepto- 
cocci in numbers in the pus and was running 
a septic type of temperature and had had one 
or two chills. This patient recovered, but the 
blood culture never was positive. The second 
patient I reported previously in this paper died, 
but it was hardly a fair trial, as the child had 
streptococcic meningitis when prontosil was 
started. This third patient I observed recov- 
ered and blood culture was positive; this case 
was diagnosed early. 

I do not want to infer that prontosil is a 
cure all, neither do I believe it cures all hemo- 
lytic streptococcic infections, for which it is said 
to be specific, but I do believe and have seen 
enough results from it to use it in any severe 
staphylococcic or streptococcic infection. Do not 
use magnesium sulphate while using prontosil 
as sulphemoglobinemia might develop. 

The staphylococcus is next in frequency in 
causing sepsis. Vaccines, gentian violet, neo- 
arsphenamine and prontosil are advised by most 
physicians to be used in this infection, but 
these cases can be handled very satisfactorily 
with repeated blood transfusions, symptomatic 
treatment and evacuation of abscesses when 
formed. Neosalvarsan possibly is the only 
other therapy worth while in these cases. 
Lederle Laboratories has produced a very ef- 
fective staphylococcic anitoxin and it is of great 
help in sepsis when due to staphylococcus. 

Cecil reports that in types I, II, V, VII and 


XIV pneumococci anti-serum is_ effective. 
In type I, Felton is most effective. This, of 


course, can be used to prevent the complica- 
tions of sepsis, and in treating these types in 
sepsis. Also, Lilly’s combined serum for all 
types of pneumonia could be used in prophy- 
laxis in non-typed cases and cases without 
specific anti-serum. Besides specific anti-sera 
chemotherapy and blood transfusion, the last, 
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but not least weapon in septicemia, is immuno- 
transfusions. Scott and Cadham have received 
marked results in its use. This principle, as 
described by Scott, is simply making a vaccine 
from the organism found on blood culture and 
injecting a matched donor daily with increasing 
dosage. After eight or more days, the patient 
is transfused, vaccine continued on donor and 
transfusion repeated as desired. Cadham com- 
bines the giving of specific immune bodies with 
non-specific agents, such as the complement 
found in normal serum. Cadham has available 
a colony of rabbits immunized against about 50 
strains of streptococcus and staphylococcus, iso- 
lated from the blood of patients with septicemia. 
As quickly as the organism can be isolated from 
the patient’s blood in a new case of septicemia, 
a vaccine is madé from it, which is injected by 
vein into the rabbit. This is presumed to cause 
an outpouring into the blood stream of immune 
bodies, previously attached to the cells in the 
fixed tissue and consequently to give a very 
high titer in the serum for the specific organ- 
ism used. The rabbit serum is given intra- 
muscularly to the patient. To make these im- 
mune bodies effective, complement is given the 
patient in the form of normal human serum, He 
matches a donor, shakes the cells down and 
gives only the matched serum in 100 or more 
c.c. as a transfusion, thus furnishing the com- 
plement needed. This method, according to 
Cadham, cuts mortality to 15 per cent. 

If you do not have facilities to use vaccine 
and immuno-serum, use a person who has once 
had the disease if he can be found, or any per- 
son whose blood matches and is suitable. If 
the first transfusion from donor does not im- 
prove the patient, get a new one before repeat- 
ing the transfusion. 


CONCLUSION 


The treatment of septicemia is still a major 
problem in medicine today, in spite of serums, 
vaccines and chemicals. 

(1). If you have an antitoxin for the septic 
infection, use it and plenty of it, before the 
patient becomes sensitive and it cannot be re- 
peated. 

(2). If infection is of a hemolytic strepto- 
coccic variety, try prontosil; it will not harm 
the patient and good results are sometimes had. 
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(3). If you do not have facilities for vac- 
cine and immuno-serums, use repeated whole 
blood transfusions and, above all, find the focus 
of infection and eradicate it. 


DISCUSSION 
Dr. C. M. Jarrell (Alexandria): I think Dr. 
Talbot’s contribution is timely, and I hope we can 
add something to the meager knowledge we aave 
for dealing with this important subject, a subject 
possibly more important than any other in the 
practice of medicine, whatever the branch is. 


He has discussed several different types of 
septicemia, staphylococcus, streptococcus and 
pneumococcus. The essential thing that seems to 


disturb us most is the streptococcus. 

Spinal punctures are done for diagnostic pur- 
poses. According to some authorities, there is 
danger in doing spinal punctures in any septicemia 
because you may damage one of the tiny veins of 
the cord and turn the organism loose into the 
meninges. That is one point. 


We feel we have possibly gone a step further 
with pneumococcus than we have with the strepto- 
coccus. For instance, we say of streptococcus that 
about all we know is that it is the most virulent 
bug we have to contend with. Example, here are 
a lot of ants. We know exactly what we are talk- 
ing about, that they are ants. We know that, 
whether it is a little, tiny ant, one of the big 
black ones, or one of those that bite you with 
pincers. If we knew what streptococcus we were 
dealing with we would possibly get somewhere. For 
instance, where you have a burned surface or a 
skin lesion, there may develop a deep streptococcic 
infection or scarlet fever. You may get it through 
your blood stream, you may get it in your throat, 
and you may get it in your blood through surgery. 
or otherwise. Then we appeal for something to 
aid us in therapy. 


There is a new preparation out under the trade 
name of prontosil, which is given by vein or 
muscle hypodermically, or the other that is given 
internally which might be an ideal remedy if we 
knew the strain. The laboratory shows a strep- 
tococcus, but it does not tell what type. 


Relative to the staphylococcus, there are plans 
and technic for dealing’ with the staphylococcus, 
which are much more encouraging than with the 
streptococcus. We can get meningitis from 
streptococcus, or any of .those that are absorbed 
into the blood. That is where our trouble starts. 

One phase of the paper which I think is very 
commendable and laudable is his blood transfu- 
sions in any of the septicemia group. Under our 
general plan, adequate nutrition in proper form, 
fluids in proportion to the requirements, and then 
transfusions to add a new group of soldiers to 
fight the invading host, seem to be best. 
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Dr. E. L. Miller (Jena): Dr. Talbot touched 
on that which he says is a most important thing. 
I would like to hear it more fully discussed. He 
referred to prophylaxis. We understand, of course, 
that in the management of pneumonias keeping 
them under treatment a sufficient length of time 
is the prime thing in prophylaxis. 

I am not in the practice of medicine now. I 
work in public health, but I am concerned with 
prophylaxis. It took a quarter of a century to 
teach the laity iodine, and a quarter of a century 
to teach them when not to use iodine. Thus in- 
correct use of iodine produces conditions that 
make prophylaxis a difficult matter when the pa- 
tient reaches the physician. Neglect of wounds 
also produces this condition. 

Dr. E. A. Socola (New Orleans): Dr. Talbot has 
asked me to say a few words about staphylococcus 
septicemia. Up to a short time ago, it was the 
most hopeless proposition. At the end of 1936, the 
Lederle Laboratories put on the market the so- 
called staphylococcus antitoxin. 

In the first month of 1937 I was confronted with 
a fulminating type of staphylococcus septicemia 
which was evident in the form of bronchopneu- 
monia, later emphysema, cellulitis of the upper 
third of the arm and shoulder and part of the 
neck, osteomyelitis of the humerus, and endocardi- 
tis. After repeated transfusions, I decided to use 
the staphylococcus antitoxin. The cultures came 
back repeatedly positive for Staphylococcus aureus. 
However, we persisted, as we knew it was practi- 
cally hopeless without further treatment. 

At the present time, although the child is clini- 
cally still very ill, he has improved considerably 
and his blood cultures have been negative for the 
past three weeks. I think in a case of staphylococ- 
cus septicemia it is worthy of trial. The work of 
Joyner and others, previous to this preparation 
being put on the market, has been somewhat en- 
couraging. I think it is worthy of trial in such 
types of septicemia. It has not as yet been stan- 
dardized fully, but we hope in the near future to 
be able to get standardized staphylococcus anti- 
toxin. In one particular case we had to desensi- 
tize the child, because he was very sensitive to 
horse serum through previous administrations of 
other forms of horse serum. 

Dr. L. W. Gorton (Shreveport): I think that 
the virulence of the pneumococcus should be taken 
into consideration, that is, you can carry the 
pneumococcus over several generations on artifi- 
cial media and it will lose a great deal of its 
virulence, but if the same organism is then car- 
ried through several generations on blood media, 
the virulence will then again increase. In other 
words, if there could be some way of estimating 
the virulence of the organism this could give a 
better idea as to the prognosis and treatment. 

Another factor that could be taken into con- 
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sideration is the allergic reaction to any particu- 
lar bacteria. 

Dr. Cecil O. Lorio (Baton Rouge): With regard 
to prontosil, I should like to say I have used it 
in only six cases since it came on the market. 
It was just reported in Baltimore last November. 
When I came back from the Baltimore convention, 
it happened I had a child who had a beta hemolytic 
streptococcic septicemia. The culture did _ not 
prove positive. That is, the two we took were 
negative, but the throat culture was positive in 
each of the cultures’ taken. Everything was 
symptomatic of a septicemia in that child. It had 
a double picket-fence temperature every day, go- 
ing down to 98°, and then back up to 106°. That 
went on for about nine days. 

When I was in Baltimore I asked to have some 
of this material sent to me, and when it came I 
began the use of it on this particular child. After 
the first remission, the temperature failed to rise 
again. Whether the prontosil cured that child, I 
do not know, but whatever it was, it was spectacu- 
lar. 

In patients with otitis media, who run a temper- 
ature for three and four weeks, we usually have 
to attribute that to a Streptococcus hemolyticus. 
When you have a culture of the ear itself, you 
think there must be a septicemia in that there is 
thrombosis of the veins around the ear and the 
surrounding tissues. In such children where I 
have gotten the cultures and found the beta hemo- 
lytic streptococcus, I have used the prontosil. In 
those cases where I have used it, within three 
days’ time the temperatures have come back to 
normal and five out of six ears stopped discharg- 
ing within three to four days. This may just hap- 
pen to be the case where I have given the ma- 
terial, and I do not want to make any particular 
boasts about prontosil until we know more about 
it. 





FACTORS DELAYING THE DIAGNOSIS 
OF PULMONARY TUBERCULOSIS* 
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Medical literature has been replete with 
studies on the epidemiology and pathogenesis 
of tuberculosis since, and even prior to, Koch’s 
discovery of the bacillus in the last century. 
These analyses have proved of unlimited value, 
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State University Medical Center and Charity Hos- 
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but due consideration has never been given the 
clinical factors which cause delay in the diag- 
nosis of pulmonary tuberculosis as encountered 
in Louisiana. 

Keeping abreast of modern methods of diag- 
nosis and treatment, a series of cases is here 
analyzed in an effort to promote earlier diag- 
noses. Best results in therapy are usually ob- 
tained where there is less pathology. 
tempt 


An at- 
is therefore made to discover whether 
the patient, the physician, or the disease itself 
causes delay in diagrosis. 

We present a statistical review of 300 white 
patients now under treatment in the Dibert 
Memorial of Charity Hospital of Louisiana at 
New Orleans. The analysis includes the most 
prominent factors relevant to classification on 
admission, age incidence, family and contact 
history, symptomatology, and a correlation of 
these various factors with the diagnosis of the 
disease. The data were secured from the pa- 
tients themselves. 


CLASSIFICATION ON ADMISSION 

The classification recommended by the Na- 
tional Tuberculosis Association is used in this 
study. The 300 patients have been divided into 
three groups: five minimal, 135 moderately 
advanced, and 160 far advanced cases (Table 
I). Sex seems to have no significant relation 





TABLE I. 
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to the stage of the disease. Minimal tubercu- 
losis is conspicuous by its infrequency, com- 
prising less than 2 per cent of the total. Mod- 
erately advanced and far advanced patients 
number 45 per cent and 53.3 per cent, respec- 
tively. Because of the overwhelming majority 
of advanced cases there is obviously a prolong- 
ed interval between the onset of pulmonary 
pathology and its clinical recognition, 
AGE INCIDENCE 

Because of regulations regarding admission 
to the Dibert Memorial, no children are includ- 
ed in this series. Ages range from 16 to 78 
years. Of the females (Table II), 76 per cent 
are below 35 years, as compared with 51 per 
cent of the males in the same age group. There 
is a gradual waning in incidence in females 
above 35 years, whereas approximately 25 per 
cent of the males fall into the group between 
the ages of 45 to 54. 

FAMILY HISTORY 

A positive history of tuberculosis in the im- 
mediate family was obtained in 28 per cent of 
the entire series. The most striking feature 
observed in this study (Table III) was the 





TABLE III. 
FAMILY HISTORY 
Positive Negative 
No. Percent No. Percent Total 
Females _ 51 39.6 78 60.4 129 
Males __....34 19.9 137 80.1 171 
Toait  _.. 85 28.3 215 71.7 300 











TUBERCULOSIS PATIENTS—CLASSIFICATION ON 
ae Far relative predominance of a positive history in 
Minimal Advanced Advanced Total the females as compared to the opposite sex; 
Per Per Per 39.6 per cent: 19.9 per cent. This difference 
No. cent No. cent No. cent was undoubtedly due to social and economic 
Females ... 2 16 57 441 70 54.2 129 factors. Contact with the tuberculosis patient 
une 8 17 78 45.6 90 526 Jil in the home is more pronounced in female 
Total _.5 16 1385 45.0 160 533 300 : 
: members of the household to whom is allotted 
Out-Patient Department eer 7 
Females Le gg ~—stthe responsibility for the care and nursing of 
I sas caincnctccesn paid onsen secs acasacea tend cores _ 21 the sick. 
wa CONTACT HISTORY 
46 There is only a slight difference comparing 
TABLE Il. 
AGE ON ADMISSION 
Age in 15—24 25—34 35— 44 45—54 55—64 65+ 
Years No. Percent No. Percent No. Percent No. Percent No. Percent No. Percent 
Females . 43 33.3 55 42.6 25 19.2 5 3.8 1 0.8 se sans 
Males  -.... 21 12.3 66 38.6 27 15.8 41 23.9 10 5.8 6 3.5 
i 21.3 121 40.3 52 17.3 46 15.3 11 3.6 6 2.0 
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the positive findings of contact history (Table 
IV) and family history, the percentage being 
33.3 and 28.3, respectively. Forty-five of the 
100 positive contacts were married at the time 





TABLE IV. 
CONTACT HISTORY 
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of admission; of this group 5 or 11.1 per cent 
developed pulmonary tuberculosis after mar- 
riage, the diagnosis having been previously es- 
tablished in the mate. This figure seems to 
stress the importance of the role played by 
exogenous re-infection in the development of 





Positive Negative clinical pulmonary tuberculosis. 
No. Percent No. Percent Total 
Females __59 45.7 70 54.3 129 INCIDPNCE OF DIAGNOSIS PRIOR TO ADMISSION 
Males. -_.....41 23.9 130 76.1 171 
Total _... 100 33.3 200 66.6 300 The data in the accompanying table (Table 
TABLE V. 
INCIDENCE OF DIAGNOSIS PRIOR TO ADMISSION TO THE HOSPITAL 
Classification Diag nosis Diagnosis Diagnosis No. of 
on Admission Sex not made suspected established patients 
No Per cent No. Percent No. Per cent 
ca nC ee 50.0 0 0 1 50.0 2 
Minimal Male 0 0 0 0 3 100.0 3 
1 20.0 0 0 4 80.0 5 
Moderately Female -....... EN ETRE 9 15.8 9 15.8 39 68.4 7 
Advanced Male PE Ee 19.2 8 10.3 55 70.5 * 78 
24 17.7 17 12.6 94 69.7 135 
Female _..16 22.9 19 27.1 35 50.0 7 
Far advanced Male ieee 16.7 23 25.5 52 57.8 90 
31 19.4 42 26.2 87 54.4 160 
Total 56 18.6 59 19.6 185 61.6 300 





V) show the number of diagnoses made before 
admission to the hospital. In the majority of 
cases, the patients were seen by more than one 
physician before the diagnosis was suspected or 
established, 

These figures lead us to believe that the 
stage of the pathologic process in the lung 
bears no significant relation to the accuracy of 
diagnosis, the diagnosis having been missed al- 
most as frequently in one group as in the 
other, The limited facilities of the average 
practitioner throughout the state easily account 
for the relatively high incident in the group 
where diagnosis was suspected (19.6 per cent). 
With wider use of the roentgen ray and labora- 
tory aids, diagnosis would be established in a 
greater percentage of cases. 

DURATION OF SYMPTOMS PRIOR TO DIAGNOSIS 


The responsibility for delay in diagnosis 
when symptoms are present must be shared 
alike by the patient and attending physicians. 
Symptoms of a mild nature often seem negligi- 
ble in the patient’s estimation and thus he post- 


pones medical consultation until more severe 
symptoms appear. The average duration of 
subjective symptoms prior to visiting a physi- 
cian varied from two to ten months (Table 





TABLE VI. 
DURATION OF SYMPTOMS PRIOR TO DIAGNOSIS 
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VI). The doctor should be held accountable 
for any added delay in establishing the diagno- 
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sis after the patient’s first visit. An average 
interval of four to twenty-two months oc- 
curred from onset of symptoms until the diag- 
nosis was established. 


long duration or of a very serious nature, ap- 
parently are not sufficient to cause the indivi- 
dual to seek medical aid early. Therefore, a 
correlation was made of the initial symptoms 











SYMPTOMATOLOGY AND DIAGNOSIS with those which prompted the visit to the 
In most instances, local symptoms, unless of physician (Table VII). 
TABLE VII. 
SYMPTOMATOLOGY 
Initial Symptom 
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Females 54 41.9 26 202 8 62 17 #132 3 23 14 #%109 2 15 3 23 2 «145 
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Totals 115 383 57 19.0 29 96 45 150 11 36 34 113 2 07 5 16 2 = 0.7 
Symptom Prompting First Visit to Physician 
Females 49 37.9 16 12.4 23 17.7 19 14.7 & 11 85 2 16 3 23 2 1.6 
Males 44 25.7 20 11.7 45 263 25 146 11 64 20 117 #1 O6 2 3 1.5 
Totals 93 31.0 36 12.0 68 22.7 44 14.7 15 50 31 10.3 - 88 , © 
Cough and expectoration were the most Of all the symptoms listed, there is little 
prominent initial symptoms and these also most variation between the initial and presenting 


frequently caused the patient to seek medical 
attention. In over 50 per cent of the cases, 
this symptom complex, although being the in- 
centive for the visit, had been present for many 
months and undoubtedly was associated with 
constitutional symptoms of some degree. Yet 
these patients insisted that the accompanying 
symptoms were of little consequence and were 
not serious enough to interfere with their daily 
routine. True, pathology may be present in 
the lung parenchyma without any obvious sym- 
ptoms as revealed in five cases reported where- 
in symptoms of subjective importance were ab- 
sent, roentgenologic study revealed active pul- 
monary tuberculosis. Four of these cases were 
minimal, the .fifth being moderately advanced. 
This does not necessarily imply that the num- 
ber and duration of symptoms can be strictly 
correlated with the stage of the disease, for 
some of the patients volunteered the informa- 
tion that hemoptysis or pleurisy had been the 
initial symptom, and immediate skiagrams re- 
vealed either moderately or far advanced pul- 
monary tuberculosis. 


symptoms, with the exception of hemoptysis. 
As an initial symptom it was present in 9.6 per 
cent of the cases, whereas 22.7 per cent sought 
medical aid because of blood spitting. This 
difference in percentage indicates that although 
these patients had had previous symptoms, a 
pulmonary hemorrhage regarded with 
enough fear to prompt them to visit a physi- 
cian. 


was 


Fever and night sweats, a combination of 
symptoms which in most textbooks is given a 
ranking position in the diagnosis of tubercu- 
losis; were found with comparative infrequency 
in this series. As initial symptoms they were 
present in only 3.6 per cent, and as presenting 
symptoms, in 5 per cent of the cases. 

Tuberculosis was suspected or the diagnosis 
established by the first attending physician in 
62.3 per cent of the cases (Table VIII), as 
compared with 81.2 per cent as shown in Table 
V, wherein results are given for all physicians 
seeing patients before admission. Here the 
diagnosis was suspected in 19.6 per cent and 


established in 61.6 per cent. Thus, diagnostic 
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acumen was increased approximately 20 per cent 
by succeeding physicians. 


COMMENT 


In review, we shall attempt an explanation 
for the failure in diagnosis as regards the pre- 
senting symptomatology. 

Cough and Expectoration: The diagnosis was 
not suspected in 38.3 per cent of this group. 
This was probably due to the tendency on the 
part of physicians to diagnose prolonged or re- 
current coughs as chronic, bronchitis or chronic 
sinusitis. 

Loss of Weight and Fatigability: Tubercu- 
losis was not suspected in 50 per cent of these 
cases. Such diagnoses as nervousness, nervous 
breakdown, overwork, overindulgence in alco- 
holics and tobacco, dissipation, and chronic de- 
bilitating diseases were offered by the attend- 
ing physician. 

Hemoptysis: “Blood spitting”, which has 
been known throughout the centuries as one of 
the pathognomonic symptoms of phthisis, was 
a frequent source of error in diagnosis. Al- 
though the percentage of failure (22.1) was 
less than that in other groups of symptoms, it 
is still too high. The absence of positive physi- 
cal findings on examination of the chest prob- 
ably accounts for such diagnoses as ruptured 
blood vessel, irritation of throat, and bleeding 
from nasopharynx. 

Pleurisy: When a patient is seen only once, 
it is difficult to make a diagnosis unless a sus- 
picion of tuberculosis is ever present in the 
physician’s mind and the patient is ufged to re- 
turn for further observation after the acute 
attack subsides. Idiopathic pleuritis, though it 
may be accepted by the majority of physicians, 
should never be used as such until a suffici- 
ent interval has elapsed and the lung has re- 
mained clinically and radiologically negative. 
Failure to recognize this has resulted in 40.9 
per cent mistaken diagnoses. 

Fever and Night Sweats: Climatic and 
endemic conditions undoubtedly are the source 
of confusion as regards this symptom complex. 
With the high incidence of malarial infection 


The authors wish to express their appreciation 
to Dr. George S. Bel, Director of the Charity Hos- 
pital of Louisiana at New Orleans, for permission 
to report these cases. 
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in Louisiana, it is little wonder that a number 
of patients were treated previously with quinine, 
plasmochin or atabrine. This group leads all 
others in percentage of error, 73.3 per cent be- 
ing neither diagnosed nor suspected. 

Grippal: The diagnosis was missed in 40 per 
cent of the group presenting symptoms ordi- 
narily attributed to an acute respiratory infec- 
tion with or without physical signs of a pneu- 
monitis. The constant occurrence of “flu” 
epidemics and the failure to realize that bed 
rest over a short period may render a tubercu- 
lous patient asymptomatic are natural 
sources of error. As in any of the aforemen- 
complexes, suspicion of tu- 
berculosis is of prime importance. 

Hoarseness and Gastrointestinal Distur- 
bances: No critical analysis is attempted be- 
cause of the small number of cases. 

SUMMARY 

An analytical study of 300 patients under 
treatment for pulmonary tuberculosis in the 
Dibert Memorial of Charity Hospital of Loui- 
siana at New Ofrleans is presented. 

On admisison, 98.3 per cent are classified 
as moderately 
tuberculosis. 


the 


tioned symptom 


and far advanced pulmonary 

A positive family and contact history is ob- 
tained twice as frequently in females as in 
males, 

The diagnosis is suspected or established by 
the first physician consulted in 62.3 per cent, 
whereas in those patients seen by more than 
one doctor, the percentage of diagnosis is in- 
creased to 81.2 per cent. 

The average from the onset of 
symptoms to the time the diagnosis is establish- 
ed ranges from four to twenty-two mont!s, of 
which time subjective symptoms were present 
two to ten months before the first physician 
was consulted. 


duration 


Relevant to symptomatology, there are three 
obvious periods which cause delay in diagno- 
sis : 

1. Asymptomatic period. 
strated by 


This is demon- 
whose accidental 
roentgenologic study of the chest reveals the 
presence of parenchymatous pathology ranging 
from minimal to far advanced stages. 

2. Untreated symptomatic period. In this 


period are found two distinct types of patients: 


those patients 
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(a) those having mild symptoms which are not 
considered sufficiently serious to warrant medi- 
cal aid; and (b) those patients with definite 
local and constitutional symptoms who fail to 
consult a physician until incapacitation is in- 
evitable, because of ignorance or 
status, 


economic 


This 
is the interval wherein tuberculous patients are 
treated symptomatically without recognition or 
suspicion of the true nature of the illness on 
the part of the physician. 
CONCLUSIONS 

The most important facts which may delay 
diagnosis of pulmonary tuberculosis are: 

I. Disease. 


3. Undiagnosed symptomatic period. 


(a). Asymptomatology. 
II. Patient. 
(a). Ignorance. 
(b). Negligence. 
(c). Economic status. 
III. Physician. 
(a). Failure to suspect the disease. 
(b). Failure to recognize the disease. 
(c). Failure to utilize roentgenologic and 


laboratory facilities. 
(d). Inadequate investigation of contacts. 


DISCUSSION 


Dr. Morell W. Miller (New Orleans): In the 
body of the paper there are several points which 
strike me as being likely subjects to discuss. First, 
the point Dr. Monte has brought up, of the inci- 
dence in females being twice that of males, is 
well taken. 

Another statistical study which he did not choose 
to elaborate at any great length was the occur- 
rence, particularly in elderiy males, of pulmonary 
tuberculosis. I mention this point for the reason 
that quite recently I have had an elderly individu- 
al with fulminating acute pulmonary tuberculosis. 

The laity believe that, by reason of their years, 
they are immune from this disease. Unfortunately, 
many of us as doctors share this belief. Tubercu- 
losis does not in any fashion restrict or limit itself 
to a certain age group. In these past few years 
of economic stress, perhaps more than in other 
years of good economic status, elderly males who, 
for reasons of earning a livelihood, were forced 
to engage in occupations which were quite un- 
familiar to them, particularly of a manual char- 
acter, were very apt to drain upon their reserve 
factors and break down those factors which we 
say go to make up resistance. This tended to 
make them victims of pulmonary tuberculosis, 
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whether of the secondary exogenous or secondary 
endogenous type. 

Again, I believe the authors have dealt with us, 
as clinicians, rather kindly. They attribute, and 
correctly so, of course, some of the factors in de- 
layed diagnosis to ignorance on the part of the 
patient, and again to the economic factor. As 
physicians, we represent the barrier between health 
and disease, and it is our duty to acquaint the 
public, whether the public be the wage earning 
of the indigent element of the populace, with the 
possibilities of tuberculosis. I feel that we cannot 
pass this over too lightly. We are responsible for 
the ignorance of the patients. As doctors, it is 
our duty to promote, in conjunction with civic 
groups and concerns of that sort, educational 
means for the individual who is otherwise unable 
to know the seriousness of early symptoms. 


Lastly, I believe probably the factors in delay 
of diagnosis are due to sheer neglect on our own 
part. Anyone who has had, not necessarily any 
great experience, but any experience at all with 
the disease tuberculosis cannot fail to realize that 
tuberculosis in a far advanced stage can exist, and 
does exist often, in the absence of physical find- 
ings, particularly physical findings and, as Dr. 
Monte pointed out, symptoms. 

In this particular regard, I stress personally the 
use of roentgen rays. It is quite true that roentgen 
rays are not accessible to many of us, particularly 
the doctor who has a rural practice. However, 
with the portable health units, and things of that 
nature, I feel we probably are not using them to 
our best advantage, certainly not to the best ad- 
vantage of our patients. 

The occasional use of the fluoroscope, which is 
an inexpensive procedure, I recommend very 
strongly as one of the means at our command for 
the detection of tuberculosis at a stage when the 
likelihood of cure is much greater than at a later 
stage where the pathology of the case is hopeless. 
In its early stage, pulmonary tuberculosis, in so 
far as symptoms are concerned, is not unlike a 
focal infection elsewhere in the body. We have 
the malaise, easy fatigability, anorexia, perhaps a 
low grade fever in women and girls, amenorrhea, 
cough perhaps, and a small amount of hemoptysis. 
The symptoms correlate almost identically those 
of any focal infection elsewhere in the body. 

If we, as clinicians, ever hope to diagnose tuber- 
culosis at its minimal stage, 
have to go about making 
malice aforethought, so 


it seems to me we 
this with 
to speak. We must be 
taught and primed to make the diagnosis of tu- 
berculosis. In this regard, one could speak in- 
definitely. I feel that we should, as doctors, be- 
come tuberculosis conscious, and hold in the back 
of our minds in any of these rather vague, in- 
definite cases, the possibility of tuberculosis as a 


diagnosis 
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diagnosis, and the fall in figures which Dr. Monte 
has just placed before you will promptly be, at 
least in a measure, corrected. 

Dr. E. von Haam (New Orleans): I should like 
to ask Dr. Monte two questions: First, how many 
of his cases that had careful examination showed 
positive sputum alone before symptoms appeared, 
that he ascribed to bronchitis, where there was 
a large amount of tubercle bacilli without any 
physical symptoms? The second question is, which 
type of tuberculosis is likely to go over to exogen- 
ous infection or endogenous? 

Dr. Clyde Brooks (New Orleans:) I should like 
to ask Dr. Monte if he has studied sedimentation 
tests in the early cases of tuberculosis. I know 
that is being done, and is being relied upon very 
much in the diagnosis of activity in the early 
stage. 

Dr. R. A. Brown (Montgomery, Alabama): There 
are two points I should like to make in discussing 
Dr. Monte’s paper which help explain why his 
figures for tuberculosis classification look so bad. 
In the first place, patients admitted to sanatoria 
fall into the moderate to far advanced group which 
accounts for less than two per cent of the total 
number of the patients surveyed showing a mini- 
mal lesion. The minimal cases are being found 
in greater numbers but are being kept at home. 

In the second place, the finding of early tubercu- 
losis is largely dependent upon the physician's in- 
terest in the disease. In the states where case 
finding programs have been in progress over a 
number of years on a state wide basis, sufficient 
interest has been aroused to result in about thirty 
per cent of the positive clinic cases having a 
minimal classification. It is difficult on a state- 
ment from the patient to place the blame for late 
diagnosis on patient or physician. 

I should like to ask if in the questionnaire you 
determined how many of the three hundred (300) 
patients were studied by roentgen ray prior to ad- 
mission to the sanatorium. 

Dr. J. B. Elliott (New Orleans): I practiced 
medicine before the roentgen ray was discovered. 
I was taught to depend entirely on the physical 
findings. I still believe that is the main thing. 
You have to have careful examinations. I still 
stick to the old things taught me by my father 
fifty years ago, such as taking the temperature 
every three hours and keeping a record of that 
for a period of three months; then exercise, tak- 
ing the temperature before the patient starts a one- 
mile walk, after the walk, and again in half an 
hour. I still do that. 


Of course, the roentgen ray has changed every- 
thing in this subject of tuberculosis. The things 
I see now I could not have dreamed of forty years 
ago. So diagnosis has been made much easier 
since the roentgen ray. 
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Keeping in your mind the possibility of tubercu- 
losis is very often overlooked. If you are consci- 
ous of the danger of tuberculosis, look for it all 
the time where you do not expect cases, such as in 
the aged. People beyond sixty years of age have 
tuberculosis. I have a very strong feeling that all 
of those cases passed sixty years of age have had 
tuberculosis when they were young. I had a case 
that everybody in this room knows well. She had 
tuberculosis at the age of seventeen and made a 
perfect recovery, was married, and had _ eleven 
children. At the age of seventy-three she came 
down with influenza. On examination, I found 
tubercle bacilli, but she made a complete recovery 
and died at 84 of another disease. 

Dr. J. D. Barrow (Ozan, Ark.): In these young 
people, children and adolescents, who come to you 
with evidence of bloody sputum or a slight hemor- 
rhage, do you think you can diagnose minimal tu- 
berculosis from physical examination alone? 

Dr. Louis A. Monte (New Orleans): In an- 
swer to Dr. Miller, I may state that at one of the 
clinics held during the recent meeting of the 
American College of Physicians in St. Louis, Dr. 
Amberson stated that approximately 95 per cent 
of their tuberculous admissions at Bellevue Hos- 
pital fell into the moderately or far advanced 
group. This figure compares favorably with that 
obtained in our admission classification. Regard- 
ing age incidence in males as compared to fe- 
males, we have shown in our series the predomin- 
ance of pulmonary tuberculosis in the former. As 
pointed out by Dr. Miller, chronic cough of long 
duration in an old individual should lead one to 
suspect pulmonary tuberculosis, although this is 
not the most frequent cause. 

Dr. von Haam inquired about minimal cases 
having a positive sputum. The five minimal cases 
in our series were comparatively asymptomatic; 
one patient, however, developed symptoms while 
under observation as a suspect because of contact. 

he diagnosis was made in this group by routine 
roentgen ray studies, two patients having request- 
ed chest plates of their physicians because of con- 
tact with open cases of pulmonary tuberculosis. 
The remaining two were roentgen rayed because 
of thoracic injury without any idea of finding 
pulmonary pathology. None of the five cases had 
a positive sputum. 

In reply to Dr. Brooks concerning sedimentation 
rate studies in these cases, we regret that, due to 
limited facilities, this procedure was not performed 
routinely. The nature of this manuscript would 
render such a study of little value. 

As mentioned by Dr. Brown, it is expected that 
in large hospitals the majority of admissions 
would be classed in the moderately or far ad- 
vanced groups. In most instances, this is not 
due to any delay between the time the diagnosis 
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is made or suspected and the date the patient en- 
ters the hospital. In our series, most of the pa- 
tients were admitted immediately or soon after the 
disease was suspected or proved. A small per- 
centage of the cases, however, was treated by at- 
tending physicians and in some the adequacy of 
therapy is definitely questioned. There is no 
doubt that the tuberculosis problem can be solved 
only by early recognition and adequate treatment. 
To attain this goal, much will depend upon ex- 
tensive educational and public health programs. 

Dr. Elliott mentioned the value of physical ex- 
amination in the diagnosis of pulmonary tubercu- 
losis. While this important procedure should never 
be omitted in any patient, one must always be 
aware of its limitations, whether due to intrinsic 
pathology or due to differences in diagnostic acu- 
men for examination of chest in various physi- 
cians. Until the discovery of some other pro- 
cedure for diagnosis of early tuberculosis, we 
would suggest that roentgenologic examination is 
by far the safest and most accurate procedure in 
our diagnostic armamentarium. 

With regard to hemoptysis and physical signs in 
minimal tuberculosis, we may answer Dr. Barrow 
by stating that both were absent in our minimal 
cases and only through the timely use of the 
roentgen ray were these cases detected. 





BEDSIDE DIAGNOSIS AND TREAT- 
MENT OF CARDIAC EMERGENCIES* 


BEN R. HENINGER, M. D.+ 
NEw ORLEANS 


All practitioners may at some time be faced 
with a cardiac emergency, and the ability to 
recognize and to know the proper steps to be 
taken in such an emergency are no small assets 
to a physician’s diagnostic and therapeutic skill. 
The drop in the present death rate in acute 
coronary thrombosis may not be due to a new 
drug or method of treatment, but to the ability 
of the profession to recognize the condition 
with more acumen and to select the best plan 
of treatment. 

A survey of cardiac emergencies, from per- 
sonal records, is herewith presented; these are 
listed in the order of frequency of occurrence. 

1. Coronary 
of effort. 


thrombosis, including angina 


*Read before the Louisiana State 
ciety, Monroe, April 27, 1937. 

+From the Department of Medicine, Louisiana 
State University Medical Center, New Orleans, La. 


Medical So- 
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Cardiac asthma (nocturnal dyspnea.) 
Cardiac collapse (acute dilatation). 
Paroxysmal tachycardia, 
Acute auricular fibrillation. 
Syncopal seizures (Stokes-Adams syn- 
drome). 

7. Rupture of the heart. 


Awe wh 


CORONARY THROMBOSIS, INCLUDING ANGINA OF 
EFFORT 

This condition is extremely frequent and is 
the most important of all heart emergencies. 
The former belief that coronary disease usually 
comes on with a sudden, excruciating, precordial 
pain and that it is a disease of past middle life 
must now be discarded. It has been my ex- 
perience to witness at least four cases of coron- 
ary thrombosis in the past three years that have 
come on without any pain whatsoever. The 
literature is now filled with such case reports. 


Coronary thrombosis is usually ushered in 
by extreme shock and collapse of the systemic 
circulation. Clinically, it is recognized by pro- 
fuse perspiration, sudden drop in blood pres- 
sure, and in most instances, by a severe pain 
or oppression near or behind the sternum. This 
pain differs from the pain of angina of effort 
in that it can and usually does come on while 
the patient is quiet or at rest. Following these 
acute manifestations of thrombosis, in rapid 
succession, there may develop an irregularity 
of some type and temperature of low grade. In 
a few cases, there may be a friction rub, nausea, 
and even vomiting. 


In contrast to this, the pain of angina usual- 
ly comes on with effort or mental strain, fits 
of anger or undue emotional stress, and remains 
with the patient continuously until 
death takes place. 


relief or 


The pain in coronary thrombosis, even when 
relieved, and when the acuteness of the condi- 
tion seems to have abated, has a tendency to 
return within two or three days after the on- 
set. The blood pressure in an attack of angina 
of effort is not disturbed, or it may be elevat- 
ed. There is no change in the rhythm of the 
heart, no fever, nor intense shock as seen in 
thrombosis. 


The treatment of acute coronary thrombosis 
must provide for the immediate relief of the 
pain or distress, which is absolutely essential. 
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It appears that recovery from the acute attack 
is in direct ratio to the adequacy and rapidity 
with which the cardiac pain is alleviated. Some 
sudden deaths in coronary thrombosis might 
well have been due to the physician’s concern 
and attempt at too many measures rather than 
immediate relief of the pain. 

The most effective method of combatting 
the pain is to administer large doses of mor- 
phine, hypodermatically, from one-half to 
three-quarters of a grain. It is best always to 
carry one-half grain of morphine tablets for 
such emergencies. It is my usual procedure 
to give a second hypodermic of morphine, one- 
quarter grain, if the patient is not relieved 
within 15 minutes after the initial injection. 
Even a third dose may be given within 30 to 
40 minutes following the first administration. 
The pain must be relieved, even to the point 
of decerebration. If the patient is hypersensi- 
tive and the attack seems more severe, use 
sodium amytal, grains 9, just before the pa- 
tient becomes drowsy from the morphine. If 
it is desirable that the period of narcosis and 
complete rest be prolonged, sodium amytal may 
be continued, If nausea ensues from the mor- 
phine, it may be instilled into the rectum by 
catheter. 

All further therapy should be deferred. The 
acute attack only must be considered for the 
first 24 to 30 hours after its onset. After that 
period, gradually and with great care, the fol- 
low-up treatment may be begun. 

The treatment of an attack of angina of ef- 
fort has not changed a great deal in the past 
twenty years, in spite of the many new prepa- 
rations placed on the market by the commercial 
pharmaceutical houses. A fresh nitroglycerine 
tablet, grain 1/100, placed under the tongue, is 
by far the most efficacious and dependable 
drug. If there is no relief within five minutes, 
a second tablet is given, which is generally ef- 
fective. If the blood pressure was found high 
upon the first examination, there is now a dis- 
tinct drop. 

There are cases in my records, which, from 
the mode of onset, appeared to be angina of ef- 
fort. However, no relief was received from 
nitroglycerine in adequate doses. Morphine 
sulphate, hypodermatically, was given in dosage 
to secure relief of pain. Some of these per- 
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plexing instances, after careful cardiovascular 
study, proved to be angina of syphilitic origin. 
CARDIAC ASTHMA 

This emergency is considered always to ac- 
company some existing cardiovascular pathology. 
While it seldom occurs with congestive heart 
failure, it is usually present with disease of the 
left ventricle (hypertrophy from hypertension 
or syphilitic heart disease). 


Cardiac asthma usually comes on during the 
night while the patient is in bed, awakening him 
with a sudden start. It differs from bronchial 
asthma in that the patient has difficulty in get- 
ting air into the lungs, instead of out of the 
lungs, as in true bronchial obstruction. The 
patient usually assumes a sitting position and, 
in most instances, prefers being near an open 
window, even on the coldest night. 
cases, hypertrophy of the left 
been observed. The diagnosis is made by lo- 
cating the heaving, displaced apex impulse. 
Sometimes there is a marked accentuation of 
the pulmonic second sound at the base, or it 
may be louder than 


In most 
ventricle has 


the aortic second sound. 
Usually, there is a moderate rise in the blood 
pressure and if the condition has existed for 
some time prior to the arrival of the physician, 
there may be moist rales in the bases of the 
lung, especially on the left side posterior to the 
enlarged left ventricle. 

The treatment of this condition is the hypo- 
dermic administration of the usual doses of 
morphine and atropine. Relief should be im- 
mediate. If available, oxygen may be given. 
If the patient is already hospitalized, the oxygen 
tent or nasal tube may be used. Failure to ad- 
minister the follow-up treatment in cases of 
cardiac asthma is a greater omission than fail- 
ure to relieve the emergency. All cases of 
nocturnal dyspnea (cardiac asthma) call for a 
most rigid investigation of the cardiovascular 
system, and immediate institution of treatment 
is indicated. Paroxysmal dyspnea spells lack 
of cardiac reserve, lack of muscle integrity, 
heart failure, wet or dry, and the possibility of 
sudden death from acute dilatation. 


CARDIAC COLLAPSE (ACUTE DILATATION) 
This emergency is always secondary to some 
pre-existing pathologic state of the cardio- 


vascular system, such as hypertrophy of the left 
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ventricle or the results of a severe toxemia, 
such as observed in the pneumonias or other 
infections. More frequently, cardiac collapse 
follows some profound toxemia on a previously 


diseased heart or it may occur following a 


great strain, fit of anger or certain excesses in 
the heart that has been hypertrophied for some 
time. Some cardiologists hold that a heart with 
good muscle, integrity never dilates. 

Acute dilatation is recognized, clinically, by 
a rapid pulse even though the patient is lying 
down; the blood pressure usually drops and in 
some cases the drop is rather marked. The pa- 
tient has an anxious expression and there may 
be profuse perspiration, with cyanosis in vary- 
ing degree. Finally, pulmonary edema ensues, 
this being recognized by fine moist rales at the 
bases of the lungs. 


Recently, I witnessed two such cases of 
cardiac collapse, both being rather infrequent 
types. 

CASE REPORTS 

Patient 1 was a middle-aged man, known to have 
had rheumatic heart disease for a number of years, 
who had disregarded all advice concerning over- 
activity. He was suddenly stricken with type IV 
pneumonia. Toxemia was marked and overwhelm- 
ing, and within 36 hours after the onset of the 
pneumonia, an irregularity developed, recognized 
as premature beats. Shortly after this, auricular 
fibrillation took place, with a rapid increase of 
the pulse rate, a drop in the blood pressure to 95 
systolic and a collapse in the circulation. Fortu- 
nately, the patient had been in an oxygen tent 
from the onset of his illness and this fact is prob- 
ably the reason for his recovery. In spite of this 
oxygenation, the acceleration of the pulse un- 
balanced the circulatory system and emergency 
measures had to be instituted in order to restore 
a sinus rhythm. Therefore, intravenous doses of 
thevetin, 3 cat units each, were given up to 18 cat 
units. The sinus rhythm was _ restored by the 
fourth dose and the patient left the hospital ap- 
parently improved. 

Patient 2, a male, was seen three months prev- 
iously for a cardiovascular study. He later began 
to develop nightly attacks of cardiac asthma, and 
pending decompensation, there was a chronic state 
of hoarseness. The patient was hospitalized on 
account of his nocturnal attacks of dyspnea and 
pending heart failure, and within four weeks had 
practically regained his cardic compensation. At 
this time occurred a hemorrhage from a tumor 
which completely obseructed the larynx, causing 
the hoarseness. Anoxemia resulting from this ob- 
struction caused a sudden acceleration of the pulse 
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rate, resulting in circulatory collapse. The patient 
was practically moribund until a catheter was 
passed into the larynx and attached to a tank of 
oxygen. Later a tracheotomy was performed and 
within two days the patient had completely re- 
covered; the blood pressure had reached the previ- 
ous level and rales at the bases had disappeared. 

The emergency treatment of cardiac collapse 
is directed against the accompanying shock and 
pulmonary edema. Warmth is applied to the 
patient in the usual way and morphine and 
atropine are given hypodermatically in conven- 
tional doses. Oxygen, by either nasal catheter 
or tent, is administered in all instances when 
available. In the hypertensive heart, where 
there is marked cyanosis, bleeding is a life- 
saving measure, too frequently overlooked by 
the physician and yet so simple. Digitalis is 
contraindicated, there being no experimental 
evidence of any value that digitalis can increase 
the output of the heart under circumstances of 
a collapsed circulation. Recent investigations 
indicate that the use of digitalis in shock and a 
collapsed circulation actually diminishes the out- 
put of blood from the ventricle. 


PAROXYSMAL TACHYCARDIA 

Paroxysmal tachycardia occurs quite fre- 
quently and generally causes much anxiety, es- 
pecially if it is the first attack. In the young 
it is of little significance, except for the dis- 
comfort provoked by its onset; it may be the 
result of emotional acts or intestinal toxemia. 
In the middle-aged group, it frequently occurs 
with chronic gallbladder disease. When ac- 
companied by definitely proved cardiac damage, 
paroxysmal tachycardia assumes major import- 
ance. 

The condition is recognized by its abrupt on- 
set and likewise abrupt cessation, without any 
apparent cause. The rhythm of the heart is 
always regular, the rate being mostly at or 
above 200 per minute. Sometimes there is 
marked venous pulsation in the neck, with an 
expression of anxiety and a cyanotic pallor of 
the neck and face. All symptoms disappear, 
to the extreme relief of the patient, when the 
paroxysm ends. 

Various methods of handling this emergency 
have been suggested. Pressure on the eyeball 
and carotids may suddenly abate the condition. 
Tincture of digitalis has been used in rather 
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large doses with variable results. Several at- 
tacks have ended in vomiting. Lately, ergota- 
mine tartrate, one ampoule, has been given in- 
tramuscularly. In a series of five cases, three 
showed almost miraculous results; in two, this 
treatment failed. The attack usually ceases 
when least expected, regardless of treatment 
used. In my experience quinidine has seldom 
given relief. 

A case of paroxysmal tachycardia, associat- 
ed with arteriosclerotic heart disease, was seen 
last year. This type is rather persistent when 
the paroxysm occurs and resists all procedures 
and medications except the intravenous admini- 
stration of quinine dihydrochloride, seven and 
a half grains, repeated in 30 minutes. This 
treatment, which I prefer when conventional 
measures fail, terminated the paroxysm in two 
instances, 


ACUTE AURICULAR FIBRILLATION 

This emergency is not commonly recognized. 
It has not received the attention it deserves, and 
this might explain the reason for frequent 
failure in diagnosis. 

My experience with this emergency has been 
with arteriosclerotic heart cases, and the con- 
dition usually follows some effort on the part 
of the patient. He suddenly develops an ir- 
regular and rapid heart action with marked 
dyspnea. One case occurred following the 
slight exertion of raising a window; another, 
following shampooing the hair. 


A white male, in his early forties, was re- 
cently observed in the Emergency Clinic at 
Touro Infirmary. According to the history, the 
condition had existed over 36 hours before the 
patient was seen and then suddenly the attack 
abated within six hours after admission to 
the hospital. 


Clinically, acute auricular fibrillation is 
recognized by a grossly irregular pulse coming 
on suddenly, marked dyspnea, some cyanosis, 
and usually drop in blood pressure and a pulse 
deficit. 

In discussing the treatment, however, I 
realize that dissension may be provoked, I have 
never used digitalis, being skeptical about the 
rate of absorption. One must admit the irri- 
tating properties of digitalis and realize too the 
possible onset of ventricular fibrillation. 
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I have never seen a fatality following acute 
auricular fibrillation. This particular emergency 
may be considered somewhat in the same light 
as that of paroxysmal tachycardia. These 
emergencies are cared for by propping the pa- 


tient up in bed, loosening all tight clothing: 


and reassuring the patient. If any medication 
is to be given, I suggest a hypodermic of mor- 
phine sulphate, one-quarter of a grain. In all 
cases of acute auricular fibrillation, this pro- 
cedure has been successful, usually within one 
to two hours after the onset. 


HEART BLOCK 


Heart block seldom assumes the role of an 
emergency, except when there is development 
of cerebral anemia following encroachment of 
a major portion of the conduction system of 
the heart. Usually the basic pathology, arterio- 
sclerosis, has existed for some time when sud- 
denly the seizures of syncope become manifest. 
Within the past six months two cases of heart 
block were observed. Both patients died, and 
a study of serial sections of the conduction 
system revealed calcareous deposits infiltrating 
and destroying the nerve pathways. 

Clinically, heart block is recognized in a pa- 
tient by loss of consciousness and drop in the 
heart rate to 30 or below per minute. At times 
The treatment 
of heart block as an emergency often proves 
unsuccessful. Modern medicine offers adrena- 
lin, quinidine, and thyroid extract with variable 
result. Probably the most efficient results to 
date come from the use of barium chloride by 
mouth. The drug must be fresh and free from 
all toxic impurities. Some extraordinary re- 
sults have been reported from giving barium 
chloride in Stokes-Adams syndrome. 


there are convulsive seizures. 


HEART RUPTURE 

This occurs with lightning rapidity, without 
warning and with inevitable fatality. The pa- 
tient is found either already dead or he may 
suddenly gasp and fall dead. This is the end 
result of coronary disease which causes a soft- 
ening (myomalacia) of the heart muscle, with 
ultimate blowing out of the softened area. 


SUMMARY 
1. The more common cardiac emergencies 
are enumerated. 
2. In coronary 


thrombosis, the relief of 
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pain is essential to and seems to be in direct 
ratio to the patient’s recovery from the acute 
attack, 

3. Angina of effort is best treated by 
tablets of nitroglycerine, gr. 1/100, placed un- 
der the tongue. 

4. Cardiac asthma always indicates advanced 
cardiovascular disease, the extent of which 
should be ascertained after the emergency. 

5. Initial attacks of paroxysmal tachycardia 
assume major importance in the patient above 
50 years of age. Most relief measures are not 
consistent in a series of cases. 

6. In the majority of instances, cardiac 
emergencies must be treated promptly and at 
once. 





FATAL TULAREMIA WITH POST- 
MORTEM EXAMINATION* 


W. R. MATHEWS, M. D.t 
SHREVEPoRT, La. 


It is my purpose to report the clinical and 
pathologic data furnished by three fatal cases 
of tularemia with postmortem examination, 

Reports of pathologic studies in human 
tularemia are comparatively few. Verbrycke? 
recorded the first autopsied case in 1924, and, 
from then to the present, the amount of hu- 
man autopsy material available for study has 
been quite limited. Gundry and Warner? re- 
viewed the autopsied cases in 1934 and dis- 
cussed the collected data as to both the clinical 
and the pathologic features. A similar review 
was made by Bernstein® in 1935 who, at the 
same time, added three fatal cases with post- 
mortem examination. There appears to be no 
advantage in recording again the assembled 
data from the twenty-one cases included in 
these studies. I have been able to find reports 
of seven additional fatal cases with postmortem 
studies. The table summarizes the chief clini- 
cal and pathologic features in these cases. 

CASE REPORTS 


Case 1. V. M., a white male, aged 11, was ad- 
mitted to the Shreveport Charity Hospital July 2, 


*Read before the Louisiana State Medical So- 
ciety, Monroe, April 27, 1937. 

+From the Department of Pathology, Shreveport 
Charity Hospital. 
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1934, with conjunctivitis and fever. Except for 
the usual childhood diseases, he had had no previ- 
ous illness. Six days prior to admission he went 
fishing and used rabbit for bait. Two days later 
he had headache and slight fever. On the follow- 
ing morning he was unable to open his right eye 
because of swelling of the lids and pus which had 
crusted along the palpebral borders. A physician 
was seen who prescribed drops for the eye and 
the use of warm saline solution as a cleansing 
agent. The eye showed no improvement and the 
neck nodes became swollen and painful. The fever 
continued to rise and pain in the back and legs 
was quite severe. He felt chilly on several oc- 
casions but did not have shaking chills. He per- 
spired profusely. 

On admission the temperature was 105.4°, the 
pulse 120 per minute and respirations 30 per 
minute. The blood pressure was not recorded. He 
was restless, semi-rational and appeared acutely 
ill. Both lids of the right eye were markedly 
edematous and of a purplish color. The eye lashes 
were embedded in dried purulent material an there 
was a moderate amount of pus at each canthus. 
The conjunctiva showed a marked diffuse conges- 
tion and there were many pin-head sized ulcers 
covered with a purulent discharge in the conjunc- 
tiva of the lower lid. The left eye appeared normal. 
The anterior auricular, the parotid and the submax- 
illary lymph nodes on the right were considerably 
enlarged, firm and tender. The right epitrochlear 
and inguinal nodes were “shotty” in type. There 
was a slight serous discharge from the nostrils. 
The mucous membrane of the nasopharynx was in- 
jected. Expansion of the chest was free and bi- 
laterally equal. The lungs were normal to percus- 
sion and there were no rales. The heart sounds 
were normal, the rhythm regular and there were 
no murmurs. The liver and spleen were not palp- 
able. The extremities and reflexes were normal. 

Examination of the urine showed a specific 
gravity of 1.024 and a trace of albumin. The urinary 
sediment was negative. The agglutination for 
B. tularense was negative on July 4, but positive 
in dilution of 1:1280 on July 17, the twentieth 
day of illness. No other laboratory tests were 
made. 


While in the hospital the high temperature of 
from 104°F. to 106°F. was maintained until his 
death. He was irrational much of the time and it 
was occasionally necessary to restrain him in bed. 
The conjunctivitis slowly improved. On July 7, 
physical signs of bilateral pneumonia were present 
and persisted throughout the remainder of his 
course. During the last four days the respirations 
were around 40 per minute, the pulse feeble and 
rapid and there was a rather marked cyanosis. 
Death occurred on the twenty-first day of illness. 
The body 


Autopsy (four hours after death): 





MatHews—Fatal Tularemia 


was that of a poorly nourished white boy of 
eleven. The right conjunctiva was markedly con- 
gested, particularly in its palpebral distribution. 
A few small, slightly raised, yellowish ulcerations 
were present in the conjunctiva of the lower lid. 
The left eye appeared normal. There was a cold 
sore on the right side of the lower lip. 
The right submaxillary, the parotid and the pre- 
auricular nodes were moderately enlarged and 
firm. The right epitrochlear and inguinal nodes 
were palpable ap small, firm nodules. The other 
superficial lymph nodes were not palpable. The 
abdomen was sc@phoid in contour. The thighs and 
legs were equal in size and showed no pitting 
edema. 


The left pleural cavity contained a liter of yel- 
lowish, turbid fluid in which floated stringy mas- 
ses of unattached fibrin. The upper lobe and 
diaphragmatic surface of the lower lobe of the 
left lung were diffusely covered with a fibrino-* 
cellular exudate. Small patches of fibrin were 
present on the posterior surfaces of both the up- 
per and the lower lobes of the right lung. The 
diaphragmatic surface of the left lung showed 





Fig. 1. 
nodules and 


The left lung from Case 1, 


showing caseous 
cavitation. 


three slightly raised, yellowish, sharply demarcated, 
oval areas that were semi-fluctuant. One of these 
limited basal abscesses had perforated into the 
pleural cavity. The upper lobe of the left lung 
was partially collapsed (compression) while 
the lower lobe in its upper half and the posterior 
portion of its lower half contained large areas of 
consolidation. The lower lobe and the posterior 
half of the upper lobe of the right lung were solid. 
The pleural surfaces of the consolidated portions 
were slightly uneven due to many grayish yellow 
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Fig. 2. Section of the lung, Case 1, showing ’*an area 
of caseation in the pneumonic exudate. 
subpleural nodules. Surfaces made by section 


were similar and showed many oval and irregular 
yellowish nodules which merged with the surround- 
ing dark red, consolidated lung tissue. The larger 
nodules showed central softening and, at the base 
of the left lung, three contained irregular central 
cavities which were filled with thick, yellow puru- 
lent material. The bronchial mucosa was congest- 
ed and the bronchi contained a purulent exudate. 
The tracheobronchial nodes were markedly en- 
larged and a few contained small abscesses and 
grayish yellow areas. 

The pericardium was normal and contained an 
ounce of clear amber colored fluid. The heart was 
of normal size. The myocardium was pale, soft 
and moderately swollen. There were no organic 
lesions of the valves. The lining of the coronary 
arteries and aorta appeared normal. 


The peritoneum was normal. The abdominal 


cavity contained no free fluid. 

The spleen weighed 230 gm. There were small 
patches of fibrin on its dark red capsular surface. 
Many small yellowish foci were visible through the 
capsule. On section numerous yellowish foci, rang- 








Fig. 3. 
focus. 


Section of liver, Case 1, showing necrotic 


ing from 1 to 3 mm., were found on the soft, dark 
red surfaces. The Malpighian bodies were largely 
obscured. 

The liver was moderately enlarged and its capsu- 
lar surface was smooth. Many minute, brownish 
red, subcapsular hemorrhages were visible. The 
cut surfaces were pale and cloudy and showed an 
occasional yellowish fleck. The gallbladder was 
normal. 

The lymph nodes along the upper border of the 
pancreas, at the pyloric end of the stomach and 
in the porta hepatis were enlarged and some con- 
tained areas of caseous necrosis. 

The mucosa of the esophagus, stomach and in- 
testines showed no lesions. The pancreas was 
slightly softer than normal. 

The kidneys, aside from some enlargement and 
congestion, appeared normal. Their combined 
weight was 350 gm. The cortical zones of the 
adrenals were pale and swollen. 

The ureters, urinary bladder and prostate were 
normal. 

The bone marrow and brain were not examined. 

Microscopic Examination: Sections from the 
lungs showed a confluent, exudative pneumonia 
with areas of caseous necrosis which varied in 
size. Large mononuclears, lymphocytes and fibrin 
were the chief constituents of the exudate. Poly- 
morphonuclear leukocytes were scant and observed 
mainly about the necrotic areas. On the whole 
the exudate appeared to be in a rather poor state 
of preservation. Interstitial involvement was quite 
marked in some areas. The perivascular and 
peribronchial tissue, as well as the septae, were 
thickened by edema and cellular infiltration. In 
some areas the alveoli were packed with leukocytes 
while in others a few large mononuclears, erythro- 
cytes and edema were present. The cytoplasm of 
the large mononuclears in some areas was foamy 
and vacuolated. The bronchi in the affected areas 
contained an exudate which in some instances 
showed caseation. Swelling and proliferation of 
the vascular endothelium was not striking and 
thrombus formation was not observed. There was 
no cellular reaction at the peripheries of the 
necrotic nodules. They showed gradual or abrupt 
transition from caseous necrosis to exudative 
pneumonia. Giant cells were not observed. The 
pleura showed a fibrino-cellular exudate, the cel- 
lular element of which resembled that of the 
pneumonia. 

The liver showed many focal necroses without 
regular relationship to anatomic structure. These 
contained detritus, pyknotic nuclei and blood. 
When contiguous with the portal canals lympho- 
cytes were present at their peripheries and oc- 
casionally in the necrotic detritus. In other foci 
a peripheral reaction of any type was lacking. 
Giant cells were not found. The hepatic cells were 
more granular than normal. 
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Sections from the spleen showed many caseous 
areas which varied both as to size and shape. 
The necrotic centers contained a few widely scat- 
tered nuclei showing pyknosis and karyolysis as 
well as chromatin particles. In this respect there 
was considerable variation. Some of necrotic areas 
were completely caseous without traces of nuclear 
structure while others had much of the normal 
structure remaining. A slight fibroblastic prolifer- 
ation was observed at the peripheries of some of 
the foci. The concentration of monocytic cells ap- 
peared to be no greater at the borders of the 
caseous areas than in the outlying splenic tissue. 
Epithelioid and giant cells were unfiromly absent. 
There was diffuse reticulo-endothelial hyperplasia. 
The pulp cords were thick and cellular and the 
venous sinuses were small. The sinuses con- 
tained endothelial leukocytes and were lined in 
many instances by cuboid cells. Brownish pig- 
ment within phagocytic cells was present through- 
out the section. 

The histopathologic changes 
tracheobronchial, pancreatic, gastric and hepatic 
lymph nodes were similar. The margins of the 
caseous abscesses showed a dense exudative in- 
flammation which stained quite poorly. The cells 
composing the exudate were chiefly monocytic but 
polymorphonuclears were present. Many of the 
arterioles and venules of this region were throm- 
bosed. The blood vessels in the outlying zone 
showed endothelial swelling. The caseous foci 
were quite similar to those in the spleen. Reticulo- 
endothelial hyperplasia was marked and diffuse. 
Large phagocytic cells containing debris, pyknotic 
nuclei and erythrocytes were present. The nodes 
from the neck were not examined. 

Some tubular degeneration was noted 
kidneys. Sections from the _ heart, 
adrenals and stomach showed no 
changes. 


observed in the 


in the 
pancreas, 
noteworthy 


Bacteria, morphologically consistent with B. 
tularense, were stained in sections from the lungs. 
Animals were not inoculated. 

Case 2. M. C., a 45 year old colored housewife 
was admitted to the Shreveport Charity Hospital 
April 3, 1935, with headache and fever. The past 
history was not obtained. On or about March 20 
she dressed and cooked a rabbit. Four days later 
she awoke with a headache and muscle pains in 
the back and legs. During the day she had a chill, 
developed high fever and was troubled a great 
deal with nausea. She noticed at this time that 
a superficial cut in the skin on the right index 
finger was sore and festered. The right axilla 
was sore and painful. During the following ten 
days she was largely confined to bed at home with 
high fever, headache and severe aching in the 
back and legs. She was frequently nauseated and 
sometimes vomited. Sweating was profuse at 
times. In the meantime the skin abrasion had 
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become ulcerated and the right axillary region, 
more painful and swollen. 

On admission the axillary temperature was 
103°F., pulse rate 140 and _ respirations 34 per 
minute. The systolic blood pressure was 100 and 
the diastolic 70. She was fairly well nourished 
and appeared acutely ill. The sclerae showed an 
icteric tinge. The mucosa of the nasopharynx was 
markedly congested but showed neither membrane 
nor ulceration. An ulcer, measuring 8 mm. in 
diameter, with an irregular and undermined mar- 
gin, was present on the dorsum of the middle 
phalanx of the right index finger. Its base was 
covered with a brownish red, purulent exudate. 
The lymph nodes in the right axilla were enlarged, 
firm and tender. There was no other superficial 
lymphadenopathy. Expansion of the chest was 
thought to be limited on the right but the breath 
sounds were clear and the lungs normal to perc.s- 
sion. The heart was normal in size, the rate was 
regular and there were no murmurs. The abdo- 
men was moderately distended and slight tender- 
ness was general. The border of the spleen was 
felt at the costal margin. The liver was not 
palpable. The external genitalia appeared normal. 
The reflexes were not tested. There was no edema. 

Examination of the urine showed a specific 
gravity of 1.022, a trace of albumin and finely 
granular and hyaline casts. The Kahn was nega- 
tive. There were 12,200 leukocytes with 87 poly- 
morphonuclears, 8 lymphocytes and 5 mononuclears. 
Her blood serum agglutinated Bacterium tularense 
in the dilution of 1:320. 

She expired March 4, 17% hours after admis- 
sion and on the eleventh day of illness. 

Autopsy (three hours after death): The body 
was that of a well nourished negress of middle 
age. The right pupil was twice the diameter of 
the left and measured 8 mm. There was slight 
icterus of the sclerotics. An ulcer, with an ir- 
regular, undermined margin and measuring 1 cm., 
was present on the dorsum of the middle phalanx 
of the right index finger. The right axillary 
lymph nodes were large and firm. The abdominal 
wall was slightly bulging. There was no edema. 

The pleural cavities were completely filled by 
the voluminous lungs. There were fibrous ad- 
hesions at both apices. Numerous _ petechial 
hemorrhages were present in the visceral pleurae. 
On section the dependent portions of both lungs 
showed congestion and edema while the apical and 
anterior portions were pale and inflated with air. 
Two shot-sized, subpleural calcified nodules were 
present in the lateral aspect of the right lower 
lobe. The bronchial mucosa was congested. The 
large bronchi were filled with pinkish froth. The 
tracheobronchial nodes were grayish black and 
firm. A right peribronchial node was partly calci- 
fied. 


The pericardial sac contained 45 c.c. of clear 
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amber colored fluid. A few petechiae were present 
in the epicardium at the base of the ventricles. 
The heart weighed 300 gm. The myocardium was 
uniformly pale red and rather soft. All of the 
valves were normal. There was slight atherosclero- 
sis of the coronary arteries and the aorta. 

The peritoneum, except in the pelvis where there 


was old inflammatory adnexal disease, appeared 
normal. The abdominal cavity contained no free 
fluid. There was rather markéd gaseous disten- 


sion of the colon. 





Fig. 4. The 
and nodular areas of necrosis. 


spleen from Case 2, showing miliary 


The spleen was considerably enlarged, weighing 
500 gm. It showed at its midportion a deep scar. 
There were thin, white scars in the capsule. On 
section small abscesses and grayish yellow nodules 
were seen on the dark purple, soft surfaces. 

The liver weighed 1750 gm. and its capsular 
surface was smooth. The cut surfaces were slight- 
ly cloudy and swollen and showed widely scatter- 
ed yellow foci. The lobular markings were ac- 
centuated. The hepatic nodes were enlarged and 
contained grayish yellow areas. The gallbladder 
was normal. 

The pancreas was normal. The nodes along its 
upper boder were enlarged and their cut surfaces 
showed necrotic areas. 


The combined weight of the kidneys was 350 
gm. The capsules came away, leaving smooth 
grayish red surfaces. On section the architecture 
appeared normal. The renal pelves, ureters and 
urinary bladder were normal. The adrenal medul- 
lae were gelatinous. 

The mucosa of the esophagus, stomach and in- 
testines presented no noteworthy changes. 

The corpus uteri weighed 40 gm. and its lining 
was smooth and thin. 

The lymph nodes in the right axilla measured 
up to 2 cm. in diameter and contained abscesses 
and caseous nodules. 

The meninges and brain appeared normal. 

Microscopic Examination: There were edema 
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and congestion of the lungs. Sections from the 
heart showed slight fibrosis of the myocardium. 
The vessels in the brain and meninges were en- 
gorged but otherwise these tissues appeared nor- 
mal. The tubular epithelium of the kidneys was 
ragged and granular and there were hyaline and 
granular casts in the tubules. 


The liver showed quite extensive involvement. 
Low power fields would include two or more 
necrotic foci or fail to include a single large focus. 
The appearance of the separate foci was variable. 
In some, coagulative necrosis was almost complete 
with an occasional pyknotic nucleus or nuclear 
fragments persisting in the hemorrhagic detritus. 
Such areas merged abruptly with the surrounding 
liver parenchyma without evidence of a marginal 
productive or exudative inflammatory reaction. In 
other areas, usually quite small, nuclear concen- 
tration resulted from loss of cytoplasm, closer ap- 
proximation of the Kupffer’s cells and infiltration 
by a few polymorphonuclears. Slight proliferation 
ot fibroblasts was observed at the margins of some 
of the larger foci. Giant cells were uniformly ab- 
sent. In addition to these changes the hepatic 
cells were more granular than normal and fatty 
change was observed mainly in the peripheral and 
midzonal areas of the lobules. There was moder- 
ate diffuse congestion. 

Sections from the spleen showed marked dif- 
fuse congestion. The Malpighian bodies were wide- 
ly spaced and their borders were congested. Many 
small and large areas of coagulative necrosis were 
observed throughout the sections. As in the liver, 
these showed varying degrees of change. The 
earliest change appeared as foci of swollen, in- 
definitely outlined cells with poor nuclear and 
cytoplasmic staining. In other areas caseous 
necrosis was evident, but nuclear fragments and 
pyknotic nuclei were abundantly present. In the 
center of some of the foci caseation was complete. 
Marginal proliferative or exudative reaction was 
not observed. Giant cells were not found. Casea- 
tion involved both the Malpighian bodies and the 
pulp. 

The histopathologic changes of the lymph nodes 
showing macroscopic lesions were similar. The 
marginal zones of the abscesses were composed of 
poorly stained exudate consisting chiefly of mono- 
cytic cells. In their poor state of preservation it 
was difficult to make an exact classification as to 
cell type. Polymorphonuclear leukocytes were 
seen occasionally. Swelling of the endothelium 
and proliferative endarteritis were observed in the 
small arteries in the outlying tissue. Some of the 
arterioles and venules in the inflammatory zone 
contained thrombi. The caseous foci were quite 
similar to those observed in the spleen. In gen- 
eral, the nodes showed rather marked hyperplasia 
of the reticulo-endothelium. Many large phagocytic 
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cells containing nuclear fragments and leukocytes 
were observed. 

Sections were not taken from 
ulcer. 

Attempts to stain bacteria in tissue sections 
were unsuccessful. There were no animal inocu- 
lations. 

Case 3. S. M., a negro boy, aged 12, was ad- 
mitted to the Shreveport Charity Hospital Decem- 
ber 2, 1936, with a cough and fever. The history 
obtained from a twin brother at that time did not 
suggest tularemia. The clinical features were 
those of typhoid fever which was considered the 
most likely diagnosis until the day of death when 
a cutaneous ulcer and axillary adenitis, previous- 
ly overlooked, were found. 


the cutaneous 


The following history was obtained .from the 
patient’s father in retrospect: Eight days prior 
to admission he had caught and dressed a rabbit. 
On the third day following he had fever, sore 
throat and generalized aching. A cutaneous abra- 
sion on the left index finger, thought to be due to 
a briar scratch, was sore and festered and there 
was some tenderness in the left arm pit. He be- 
gan coughing on the second day of illness. At 
first the cough was dry but soon became produc- 
tive of a thick, yellowish sputum which was never 
blood streaked. In spite of bed rest and purgatives, 
the fever continued high and he became delirious. 

On admission the temperature was 104°F., pulse 
130 per minute and the respiratory rate was 40. 
The blood pressure was not recorded. He was well 
nourished, delirious, restless and appeared acutely 
ill. There was a slight mucopurulent discharge 
from the nostrils. The tonsils were enlarged and 
the mucosa of the nasopharynx was diffusely con- 
gested. Expansion of the chest was bilaterally 
equal. The lungs were normal to percussion and 
there were no rales nor pleural friction rubs. The 
heart was normal in size. The heart sounds were 
heard distinctly, there were no murmurs and the 
rate was regular. The spleen and liver were not 
palpable. The extremities were negative except 
for a small ulcer on the inner surface of the left 
index finger. The left epitrochlear and axillary 
lymph nodes were enlarged and firm. 


On December 3, the white cell count was 6,250 
with 88 polymorphonuclears, 7 lymphocytes and 5 
mononuclears. The red cell count was 4,750,000 
and the hemoglobin was 90 per cent. The blood 
smears were negative for malaria. The Kahn was 
negative. The urine was negative. On December 
5, the white cell count was 3,600 with 60 poly- 
morphonuclears, 28 basket cells, 10 lymphocytes 
and 2 mononuclears. On December 9, the white 
cell count was 8,750 with 54 polymorphonuclears, 
34 basket cells, 9 lymphocytes and 3 mononuclears. 
The Widal was negative on December 11. 


Roentgen ray of the chest showed  broncho- 





MatHews—Fatal Tularemia 


pneumonia on December 7. Throughout his course 
in the hospital the temperature maintained a high 
level, ranging from 101°F. to 104.4°F. by axilla. 
He was irrational, restless and it was necessary 
to restrain him in bed much of the time when he 
was not asleep. Moist rales were heard in the 
base of the left lung five days prior to death. He 
developed stiffness of the neck but the spinal fluid 
was under normal pressure and was normal to 
laboratory tests. During the last two days he 
was in coma and cyanosed. Death occurred De- 
cember 13, the nineteenth day of illness. 


Autopsy (two hours after death): The, body 
was well developed and well nourished. The lymph 
nodes in the left axillary and epitrochlear regions 
were enlarged and firm. A cutaneous ulcer, measur- 
ing 8 mm., was present on the inner surfare of the 
middle phalanx of the left index finger. The skin 
bordering the ulcer was macerated. There was 
neither edema nor jaundice. 

The pleural cavities contained neither exudate 
nor transudate. The visceral pleurae showed many 
petechial hemorrhages. A solitary caseous nodule, 
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Fig. 5. The left lung from Case 3, showing a solitary 


easeous nodule.. 


measuring 15 mm. and showing a soft center, was 
found centrally located in the lower lobe of the 
left lung. A relatively thick zone of pneumonia 
surrounded the nodule. Both lungs showed mode- 
rate diffuse congestion and edema. The lining of 
the bronchi was grayish red and appeared normal. 
The lymph nodes surrounding the left main and 
lower bronchi measured up to 2 cm. in diameter 
and contained solid and soft caseous nodules. The 
perinodal tissue was edematous. 

Petechiae were present in the visceral peri- 
cardium. The heart weighted 210 gm. and the myo- 
cardium was grayish red and fairly soft. All of 
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the valves and the coronary arteries were nor- 
mal. The thymus weighed 10 gm. 

The peritoneum was smooth and of normal color. 
The abdominal cavity contained no free fluid. 

Several linear, superficial ulcerations, suggest- 
ing tears in the mucosa due to overdistension, 
were present in the esophageal lining at its lower 
end. There was a small triangular, superficial 
ulcer, with a smooth congested base, in the mucosa 
of the greater curvature of the stomach near the 
pylorus. There were no changes in the lining of 
the intestines. The mesenteric lymph nodes were 
small, pink and of normal consistency. 

The spleen weighed 160 gm. Many small, gray- 
ish yellow foci were visible through the smooth 
capsule. On section numerous grayish yellow foci, 
ranging from 1 to 4 mm., were seen on the dark 
red, soft surfaces. 

The liver weighed 1350 gm. and its capsular sur- 
face was smooth. The cut surfaces were swollen, 
cloudy and friable. Necrotic areas were not seen. 
The lymph nodes about the pancreas and in the 
porta hepatis were enlarged and contained soft 
and solid caseous nodules. 

The pancreas appeared normal. 

The combined weight of the kidneys was 310 
gm. The capsules stripped easily, exposing pale 
smooth surfaces. The cut surfaces were pale and 
softer than normal. The cortical striations were 
widened and were distinct. The renal _pelves, 
ureters, urinary bladder and prostate were nor- 
mal. The adrenal cortices appeared swollen and 
there was lessening of the yellow color. 

The brain and bone marrow were not examined. 

Postmortem blood agglutinated B. tularense in 
a dilution of 1:640. 

Microscopic Examination: The margin of the 
pulmonary nodule was caseous with many pyknotic 
nuclei persisting in the detritus. It merged with 
a relatively thick zone of surrounding pneumonia 
in which the alveolar septae were poorly or well 
preserved but the exudate within the alveoli was 
necrotic. In the more outlying pneumonic zone 





Fig. 6. 
bronchial and interstital involvement. 


Section from the lung, Case 3, showing 
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the exudate was better preserved. Here its con- 
stituents could be identified. Large mononuclears 
predominated and usually showed a foamy cyto- 
plasm. The bronchi contained an exudate which 
in some instances was partly caseous. Interstitial 
involvement was marked. Vascular changes and 
giant cells were not noted. 

Sections from the lymph nodes showing macro- 
scopic change were similar in respect to the es- 





Fig. 7. 
caseous necrosis and endothelial hyperplasia. 


Section of a lymph node, Case 3, showing 


sential lesion. They showed many small and large 
areas exhibiting varying degrees of caseation. 
Focal mobilization of endothelial leukocytes ap- 
peared to represent a prenecrotic stage. Reticulo- 
endothelial hyperplasia was fairly diffuse and 
brown pigment within cells was abundant. Macro- 
phages containing debris, leukocytes and erythro- 
cytes were numerous about the softened caseous 
nodules. Vascular changes were not striking and 
thrombus formation was not observed. The cap- 
sules and perinodal fat were edematous and in- 
filtrated with leukocytes. 


Sections from the spleen showed many necrotic 
and semi-necrotic foci, involving both pulp and 
lymphadenoid structure, which were similar to 
those observed in the lymph nodes. There was no 
demonstrable productive or exudative reaction at 
the margins of the nodules. Reticulo-endothelial 
hyperplasia was marked and diffuse. Brown pig- 
ment, chiefly within cells, was abundant. Vascular 
changes and giant cell formation were not ob- 
served. 


Focal necroses were abundantly shown in the 
sections from the liver. Although these showed 
no constant relationship to anatomic structure, 
their occurrence in the peripheral or central zones 
of the lobules was infrequent. The appearance 
ot the separate foci differed only in the degree of 
coagulative change present and in the presence or 
absence of slight leukocytic infiltration. They con- 
tained varying amounts of detritus, pyknotic nuclei, 
erythrocytes and, in some instances, a few poly- 
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morphonuclear leukocytes. A marginal prolifera- 
tive or exudative reaction was uniformly absent. 
Giant cells were not observed. The Kupffer’s cells 
were much more prominent than normally and 
contained, in many instances, clumps and granules 
of brown pigment. Some of the portal canals 
showed many phagocytic cells filled with brown 
pigment which appeared both granular and amor- 
phous. The hepatic cells were granular and there 
was slight diffuse fatty metamorphosis. 

The microscopic features of the ulcers in the 
esophagus and stomach were consistent with those 
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Specific features were 


of simple acute ulcerations. 
lacking. 


The cutaneous ulcer extended well into the sub- 
cutaneous area and its base was caseous. In the 
edematous subjacent zone and at the margins a 
cellular inflammatory reaction, chiefly monocytic, 
was observed. The productive reaction was slight 
and gaint cells were not observed. 


Sections from the kidneys and adrenals showed 
cloudy swelling. The myocardium appeared nor- 
mal. 


SUMMARY OF AUTOPSIED CASES 












































Incu- Clinical 
bation Dura- character- Distribution of 
Author Contact period Type tion istics Lesions 
Beck and Meningeal Stomach, intestines, glands, spleen 
Merkle5 Rabbit 1 day Typhoid 12 days symptoms and liver 
Amos and Diarrhea, Lymph nodes, lungs, spleen and 
Sprunté Rabbit 8 hr. Typhoid 13 days pneumonia liver 
Ulcero- Bacterial 
Sugden? Deer fly 6 days’ glandular 20 mo. endocarditis Aortic and mitral valves 
Ulcero- Meningitis? Lymph nodes, lungs, spleen, liver 
Sugden? Deer fly 4 days glandular 14 days pneumonia and pleura 
Diarrhea, Lymph nodes, lungs, spleen, liver, 
Deer fly pneumonia, pericardium, adrenal, buccal mu- 
Pessin8 or ticks 3 days Typhoid 64 days pericarditis cosa, tongue and pleurae 
Oculo- Glands, lungs, spleen, liver and 
Kavanaugh? glandular 12 days pleura 
Forearm, glands, lungs, spleen, 
Pund and Ulcero- Pneumonia, liver, meninges, appendix, thymus, 
Hatcher10 glandular 10 days meningitis uterus and adrenal 
Oculo- Conjunctiva, nodes, lungs, liver 
Mathews Rabbit 2 days glandular 21 days Pneumonia and spleen 
Ulcero- Generalized 
Mathews Rabbit 4 days’ glandular 11 days infection Skin, glands, spleen and liver 
Ulcero-_ Skin, glands, lungs, liver and 
Mathews Rabbit 3 days glandular 19 days Pneumonia spleen 
DISCUSSION course and appear not to have been tularemic 


An analysis of the autopsied cases reveals that 
the clinical type of disease was ulceroglandular 
in 23, oculoglandular in two and typhoid in 
six. The high incidence of the ulceroglandular 
type parallels its clinical prevalence and does 
not appear to be significant. 

The average duration to death in 29 cases 
was 20 days. Of this group, the shortest time 
to death was four days, the fulminant case re- 
ported by Simpson™, and the longest duration 
was 64 days. Two cases ran protracted clinical 


deaths. Bruecken’s patient (reported by Francis 
and Callender!*) died of hemolytic streptococcus 
septicemia 21 weeks after the onset of illness. 
Mesenteric infarction secondary to bacterial en- 
docarditis caused the death of Sugden’s’ patient 
20 months after the onset of illness, Both the 
aortic and mitral valves were fibrotic and ul- 
cerated but there were no microscopic descrip- 
tions, bacteriologic studies or animal inoculation. 
In view of the similarity of the gross pathology 


to that of chronic rheumatic valvulitis with com- 
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subacute _ bacterial 


plicating 
seems unwise to accept this case as a tularemic 
death on clinical features alone. 

The autopsy data indicate that the most com- 
mon sites of tularemic lesions are the skin, 


endacarditis, it 


lymph nodes, lungs, spleen and liver. Although 
involvement of other tissues and organs has 
been uncommon, isolated examples of tularemic 
lesions have been recorded in practically all of 
the organs, A case of tularemic encephalitis was 
described by Hartman’. Meningitis was first 
reported by Bryant and Hirsh?* and quite re- 
cently .by Pund and Hatcher’®. Bacteriologic 
proof of a third case of tularemic meningitis was 
furnished by Haizlip and O’Neil!®. Necrotic 
foci in the adrenals were observed by Francis 
and Callender’? and subsequently by Pessin® 
and by Pund and Hatcher?®. Bardon and 
Berdez'® have recorded the only case that has 
shown tularemic lesions of the kidneys. The 
case of a man who had eaten insufficiently 
cooked rabbit and showed mucosal ulcers in 
the stomach, duodenum, ileum and cecum at 
autopsy was reported by Beck and Merkle’. 
The gastrointestinal ulcers were considered the 
portals of entry of the infection, Tularemic 
lesions of the peritoneum were observed by 
Schumacher™, by Foulgert*, et al, by Gundry 
and Warner® and quite recently by: Pund and 
Hatcher” in association with tularemic appendi- 
citis. Fibrinous and caseous pericarditis and 
ulcerative stomatitis with glossitis of tularemic 
origin were present in Pessin’s® case. One of 
Bernstein’s* cases had tularemic infection of 
the tonsil. Pund and Hatcher’® found lesions 
in the thymus and endometrium in their case. 
COMMENT 

The gravity of clinical signs of pulmonary 
involvement in the course of tularemia is em- 
phasized by the fact that 24 of the autopsied 
cases have shown lesions of the lungs. The 
type of pulmonary lesion has varied, described 
as lobar pneumonia, abscess, cavitation and 
pleurisy with or without effusion. In earlier 
studies of autopsy material only the caseous 
lesions were considered to be due to tularemia. 
The outlying and more diffuse pneumonic 
patches were interpreted as secondary broncho- 
pneumonia. More recently the demonstration 
of B. tularense in the pulmonary exudate by 
Massee’® and by Foulger, Glazer and Foshay* 


487 


has furnished strong support for the view that 
the exudative pneumonia, as well as the case- 
ous, is due to the tularemic infection, We 
were able to stain bacteria, morphologically con- 
sistent with B. tularense, in the pulmonary 
exudate of our first case only. Notwithstand- 
ing the indication that all types of pulmonary 
lesions in tularemic infection are due to this. 
etiology, it should be emphasized that a coexis- 
tent bronchopneumonia of other bacterial origin 
may be present as was illustrated in one of Bern- 
stein’s* cases. 

Attention has repeatedly been called to the 
resemblance of pulmonary tularemia to pulmon- 
ary tuberculosis. It is likely at times that pul- 
monary tularemia has been mistaken for tuber- 
culosis. The microscopic changes resemble close- 
ly tuberculous caseous pneumonia except that 
they do not suggest distribution by aspiration. 
Several observers have referred to vascular en- 
dothelial and subendothelial changes with throm- 
bus formation and have suggested a relation- 
ship of these to the necrotic changes. Striking 
vascular changes were not observed in the two 
cases of the present series showing pulmonary. 
lesions. 

Tularemic involvement of the central nervous 
system is not an unimportant feature of the 
visceral pathology. Francis and Callender’? in 
1927 first suggested on the basis of clinical 
features that meningeal or cerebral lesions were 
probably present, In 1928 Francis!® reported 
that five of 24 fatal cases had died in coma. 
The existence of tularemic meningitis was first 
demonstrated by Haizlip and O’Neil*®. In their 
fatal case with meningeal symptoms there was 
no autopsy, but injection of the spinal fluid 
produced tularemia in a guinea pig. Later 
Bryant and Hirsch* reported a marked pleocy- 
tosis in the spinal fluid of a case with clinical 
symptoms of meningitis and the presence of 
leptomeningitis at autopsy. Hartman’s’® case, 
admitted with fever and delirium, showed dif- 
fuse encephalitis without meningeal lesions. 
Quite recently Pund and Hatcher? have record- 
ed the case of a 12 year old negro girl who died 
in coma on the tenth day of her illness. Brud- 
zinki’s and Kernig’s signs were positive and the 
spinal fluid contained 114 cells per cu. mm. At 
autopsy tularemic lesions were found in the 
meninges and in submeningeal brain tissue. 
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SUMMARY 


The case histories and the autopsy findings 
of three patients who died of tularemia are 
presented, 

One of the patients in the present series 
showed neither pulmonary nor central nervous 
system tularemic lesions at autopsy. The chief 
clinical and pathologic features were those of 
a generalized infection. Fatal cases of this 
type have previously been reported by Good- 
pasture and House”® and by Palmer and Hans- 


mann}, 
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DISCUSSION 


Dr. E. von Haam (New Orleans): The presen- 
tation of Dr. Mathews was very timely, because 
tularemia is on the increase in New Orleans. In 
the hospital we have observed cases of tularemia, 
and also in private practice cases of tularemia 
have been observed in increased number, especial- 
ly around Christmas time when housewives buy 
rabbits and skin them for cooking. 

How infectious tularemia is can best be proved 
by a patient in the hospital who died, and while 
assisting at the autopsy of this case one of the 
nurses infected herself with the material and 
contracted tularemia. Fortunately, it was not a 
severe case. 

The diagnosis of tularemia can definitely be 
made by agglutination. However, if tularemia is 
not suspected the diagnosis will not be made, be- 
cause the agglutination will not be taken routinely, 
unless especially requested. From a biopsy, I be- 
lieve tularemia can be recognized and differentiated 
from tuberculous lymph glands from the fact that 
polymorphonuclear leukocytes can be found in the 
chronic lesions which cannot be found in tubercu- 
losis. 

Dr. Daniel W. Kelly (Oak Grove): I think this 
is one of the most interesting subjects we have 
had for discussion, something that is of interest 
to the poorer classes as they are the people who 
have tularemia. Every doctor in this audience 
who lives in the country has treated tularemia. 
He may not have made that diagnosis, but there 
is plenty of it. We see it all through north Loui- 
siana. I am sure lots of it has never been diag- 
nosed. 

I saw my first case two or three years ago. It 
is a very important disease, and in my opinion 
the Board of Health in the state should make a 
survey on tularemia. I-think it would be some of 
the best money that could be spent to work among 
the poor. 

Dr. T. D. Boaz (Shreveport): I had the privi- 
lege of seeing the first case Dr. Mathews pre- 
sented here, that of a patient who died in Charity 
Hospital some years ago, in 1934, I believe. An 
eight or nine year old white boy was brought in, 
very sick, delirious most of the time, and the 
eyes were inflamed, but no attention had been 
given to the eyes. The lids were glued together, 
and I was called into the general ward to see 
the child’s eyes. 

On opening the eyes, I observed those charac- 
teristic discrete ulcers found mostly in the lower 
sulci, and they remained discrete, with a charac- 
teristic yellowish appearance and gluey material 
that came out of them, but they became enlarged 
and covered almost all the conjunctival surface. 
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This little fellow remained desperately sick, and 
his pre-auricular, submaxillary and cervical glands 
were enlarged, but none of them suppurated. I 
had been told that glands that became infected 
with tularemia usually suppurated and it is best 
not to open them, but to let them remain in their 
inflamed state as long as possible, probably hop- 
Ing to develop some immunity through that 
source. These glands did not suppurate. The 
child went on and, as Dr. Mathews said, I believe, 
died of a septic pneumonia with other involvement. 
It impressed me very much. In the first place, 
that infection through the eyes woud cause a fa- 
tality. 


Another phase of the case which impressed me 
was in observing and learning the diagnosis of 
tularemia through eye infection. There is no 
doubt that this disease is increasing. It is sweep- 
ing the country. It is going clear back to my 
former state of Kentucky, and the farmers and 
people generally ought to be taught not to handle 
the animals that carry this infection. Something 
ought to be done about it. Dr. Kelly made a good 
suggestion, that the Board of Health should be 
informed of this condition and should make an 
intensive drive to combat it. 

Dr. L. T. Baker (Dixie): I have had several 
eases of tularemia. Some physicians seem_ to 
think the rabbit is the only animal that transmits 
tularemia. There have been case reports where 
the disease has been transmitted by quail, cat, 
squirrel, skunk, ground squirrels, wild rat, wild 
mice, muskrat, sheep, tick, opossum, woodchuck 
and some game birds. 





SURGICAL INTERVENTION IN ACUTE 
LARYNGEAL OBSTRUCTION* 


Cc. B. FLINN, M, D. 
Monrog, La. 


Although I hope to be pardoned for review- 
ing a procedure which is known as one of the 
oldest surgical operations, according to Sir St. 
Clair Thomson 2000 vears old, I have drawn a 
modicum of consolation from the 
Jackson, who in 1935 said: “It is a curious 
fact, and it might be added a very sad fact, that 
tracheotomy is today more often done badly 
than any other operation in the whole field of 
clinical surgery”. It has alternately risen and 
fallen in medical favor due to bad results from 
improperly performed tracheotomies. Never- 


words of 





*Read before the Louisiana State Medical So- 
ciety, Monroe, April 28, 1937. 
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theless the O’Dwyer intubation method and 
more recently aspiration through direct laryngo- 
scopy have not superseded the ancient opera- 
tion. Today it is the procedure of choice or 
necessity in roughly 90 per cent of cases of 
acute laryngeal stenosis. 


PERSONAL CASES 


This paper is based on a meagre personal ex- 
perience in a small series of 19 assorted cases, 
including: bulbar palsy, one; phlegmon of neck, 
two; bilateral peritonsillar abscess, one; sub- 
glottic edema of larnyx of unknown origin, 
one; gumma of larynx, one; carcinoma of 
larynx, one; traumatic cicatricial stenosis of 
larynx, one; multiple papillomata, one; laryngo- 
tracheitis, 


two; laryrgeal diphtheria, 


post-thyroidectomy tracheal collapse, one. Mor- 


seven; 


tality in this series was 31.5 per cent, but in no 
case was death directly attributable to the opera- 
tion. 
THE LITERATURE 

A review of 17 cases of laryngeal diphtheria 
with 13 from the records of 
Hillman Hospital, Birmingham, Alabama, over 
the years 1931 to 1934, inclusive, added noth- 
ing of significance to the available literature 
other than to corfirm the general opinion that 
the earlier surgical intervention occurred and 
the better the postoperative care, the lower the 
mortality. Witness a change from 66 per cent 
in 1931 to 16 per cent in 1934. Platou and 
Hilleboe report a 24 per cent mortality in 772 
cases of laryngeal diphtheria and 50 per cent 
in 80 cases of non-diphtheritic laryngitis. I 
see no reason to detract further from an already 
overworked subject by quoting statistics. 


tracheotomies 


TREATMENT 

It should be quite needless to mention here 
that in the sudden severe laryngeal obstruction 
as may occur with a foreign body, the trachea 
should be opened even if death has apparently 
occurred, for there may be a chance of resusci- 
tation. 

In the gradually increasing dyspnea, such as 
that encountered in diphtheria and subglotic 
edema, where intubation is impractical or im- 
possible, there is nothing to be gained by per- 
mitting the respiratory center to exhaust it- 
self. When a patient with obstructive dyspnea 
is restless and has definite indrawirg of the 
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suprasternal notch, intercostal and epigastric 
regions, relief should be obtained surgically. 
There is no condition whatever except obstruc- 
tion of the airway above the clavicle, usually 
the larynx, that will produce this type of respi- 
ration. It is not seen in the dyspnea of cardiac 
disease, pneumonia, croup, asthma, nor any 1n- 
trathoracic condition. The patient is drowsy, 
but he dare not sleep because, as he relaxes, 
suffocation causes him to waken with a violent 
start. This means impending asphyxia, and 
the skin gradually becomes pale and cold but 
not cyanotic. At this stage the mortality rises 
sharply in spite of clearing the air passages. 

Diphtheria antitoxin given at this point will 
not change the immediate course of affairs for 
the better but rather will increase the stenosis 
by swelling and slough. The question then 
arises as to what procedure, in general, is safer 
in relatively unskilled hands, intubation or tra- 
cheotomy. Intubation must be reserved for the 
more skilled and in cases of minimal severity, 
provided such intruments are at hand and the 
patient can be constantly attended by one experi- 
enced in the technic. Direct methods of intro- 
duction have simplified this procedure consider- 
ably. An intubation may prove more satisfac- 
tory and less formidable in the brief acute in- 
flammatory swellings of the larynx as seen in 
certain exanthematous diseases, notably scarlet 
fever, measles, and streptococcic laryngitis*. It 
may apply also in angioneurotic edema and that 
caused by local trauma or instrumentation. On 
the other hand I believe tracheotomy would be 
infinitely safer and easier for the less adept. 
Even though he may not have a cannula, the 
operator can handle the situation wtih no more 
than a sharp knife, a few hemostats, and a cool 
head. Damage can be done by either method, 
but should improper tracheotomy be done in an 
emergency, it is a simple matter to do a good 
low operation a few hours later with all needed 
preparation and leisure, 

Laryngotomy, stabbing of the cricothyroid 
membrane, and the so-called high tracheotomy, 
above the thyroid isthmus, are mentioned only 
to be condemned. Should such a case present 
itself, it is good surgery to do a proper opera- 
tion and allow the higher wound to close. The 
high incidence of cicatricial stenosis with the 
consequent years of treatment of the enforced 
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wearing of permanently placed cannulas is only 
too well known. 

After describing the objectionable laryngo- 
tomy and cricothyroidotomy, textbooks take up 
high and low tracheotomy, giving the impres- 
sion that the former is very easy to do, the 
latter requiring greater dexterity and much 
time. Again I uphold Jackson in his decrying 
of all but low incision of the trachea. There 
is nearly always ample time to do his two- 
stepped, finger-guided incision, This requires 
making one long, vertical, midline skin incision 
and dissecting down bluntly and blindly to the 
tracheal rings with the finger of the left hand. 
Then, the fingers guiding, the lowest rings 
possible are cut, the cannula inserted, and any 
bleeding staunched. As long as the chin is 
kept in a straight line and all sharp dissection 
is done in the midine, no dangerous hemorrhage 
can occur, nor can any important structures be 
divided. Should the patient stop breathing due 
to compression when the head is thrown back, 
still there will be time to do this type of opera- 
tion and institute artificial respiration. If the 
patient is in a clinic where a bronchoscope can 
be introduced quickly, there is immediate re- 
lief, and the subsequent surgery is done leisure- 
ly by cutting down on the instrument. 

TECHNIC 

The following technic, to be used where time 
is not the most important factor, is essentially 
that of Jackson. With the patient in the re- 
cumbent position and the nose pointed exactly 
toward the zenith, only the skin and subcutane- 
ous tissues need be infiltrated with procaine. 
A liberal vertical incision from the prominence 
of the thyroid cartilage to the suprasternal notch 
is preferable to the transverse incision of Rus- 
sell. The ribbon muscles are divided bluntly 
in the midline, and the isthmus of the thyroid 
gland pushed upward or divided between liga- 
tures. Should the inferior thyroid vein be ex- 
posed, it is wise to ligate since erosion by in- 
fection and pressure of the cannula may cause 
fatal secondary hemorrhage. Sclaepter reports 
two such cases on the ninth and seventeenth 
day after operation, 

All bleeding should be controlled at this 
point. The cricoid cartilage having been identi- 
fied, the tracheal rings are exposed by blunt 
dissection guided by palpation. Then, while the 
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trachea is steadied with two fingers or a tenacu- 
lum, the third, fourth, and fifth rings should be 
divided with a continuous vertical incision, care 
being taken not to injure the posterior tacheal 
wall and the esophagus lying immediately be- 
hind. Meanwhile an assistant has been retract- 
ing the thymus gland, which in small children 
resembles pulmonary tissue im appearance, 
movement, and its tendency to suck air back 
and forth in the wound. There is no advantage 
to be gained by removing a button-like piece 
from the trachea, a time-wasting procedure, 
which encourages the formation of permanent 
fistula. St. Clair Thomson’ and Figi® recom- 
mend injecting cocaine into the tracheal lumen, 
but this advice is questioned. The most valued 
ally and assistant in removing blood and secre- 
tions is the cough reflex, and therefore all the 
blood that may be coughed into our faces should 
be tolerated cheerfully. 

The lips of the trachea are separated gently 
with a small two-bladed forcep or Trousseau 
dilator, and a correct sized tube is inserted with 
obturator in place. The wound is never sutured 
except occasionally when one or two sutures 
are placed at the upper part of an unduly long 
incision, packed lightly with gauze soaked with 
1/10,000 bichloride of mercury. Though recom- 
mended by Russell,™’ it is deemed unwise to 
suture as this favors infection, emphysema, and 
consequent danger of secondary hemorrhage 
and fatal mediastinitis. It also makes difficult 
the re-insertion of the cannula. 

A fold of gauze split half-way is now slipped 
under the tube, the tapes securely tied, and a 
thin, moist square of gauze laid over the tube. 
The obturator is tied to the neck tapes for con- 
venient safe-keeping, otherwise invariably it 
will be misplaced in even the best regulated 
institutions. The advantages of this method as 
outlined are that it can be done in five minutes 
or less, and there is less danger of laryngeal 
stenosis. 

AFTER CARE 

In regard to after care I feel that more is to 
be said here than the time allotted will allow. 
It may seem platitudinous to say that the tube 
must be kept open at all costs. Many children 
have died of asphyxia due to lack of attention 
postoperatively and the death certificate honest- 
ly read pneumonia because tracheal or bronchial 
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obstruction will cause an impaired percussion 
note at the lung bases. As a matter of fact 
pneumonia is an exceptionally rare complica- 
tion. 

The tracheotomized patient must never draw 
an unwatched breath. He cannot call for help. 
However we do leave a large bell—not the 
usual buzzer—for the older patients who are 
nearly ready for decannulization. There are 
three main reasons for obstruction of the tube. 
These are, in the order of their frequency: (1) 
inspissated mucus; (2) escape of tube from 
tracheal wound caused by coughing or swollen 
neck tissues; (3) extraneous foreign bodies 
such as corks or gauze. The properly fitting, 
clean tube makes no hissing sound with normal 
respiration. 

A suction machine with rubber catheter at- 
tached must be kept at the bedside and used to 
draw out secretions as soon as they accumu- 
late. The inner cannula may be kept clear by 
the use of ordinary moistened pipe cleaners, 
But often the mucus becomes so thick and 
tenacious that these measures become useless, 
and mucus plugs may require removal through 
the bronchoscope. On one occasion asphyxi- 
ated child was resuscitated when such a plug 
was dislodged by placing the mouth to the tube 
through a piece of gauze and expiring forcibly. 
Fortunately it was coughed up immediately 
thereafter. 

To prevent this occurrence a few drops of 
saline or mineral oil’! may be introduced oc- 
casionally into the tracheotomy tube. Digest- 
ants such as caroid have been tried with some 
degree of success. if fluids are 
forced, a steam inhalator kept going at all 


However, 


times, and such expectorants as tincture of fer- 
rous iodide started as soon as the patient leaves 
the operating room, very little annoyance will 
be experienced. I feel so strongly about this 
that such drugs are always used now, and if I 
were forced to choose between its use and a 
suction apparatus, the former would be pre- 
ferred. The nurse, or as is often the case, the 
patient, must sponge away all secretions as they 
are coughed up to prevent them from being 
drawn back, 

Clean tubes and instruments to aid in intro- 
duction must be kept close at hand. I have 
found that a clean silver cannula is best left in 
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place the first 36 to 48 hours. By that time 
the tracheal rings will remain open, and the 
change of cannula may be effected daily there- 
after with great ease and very little discomfort 
to the patient. 
taboo, the former depressing the cough reflex 
and the respiratory center, the latter causing 
the secretions to thicken. Decannulization can 
be carried out in four to six days in the aver- 
age diphtheria or foreign body case, the patient 
being tested by obstructing the tube or by using 
smaller sized tubes. Should the air passage 
still be blocked after this much time has 
elapsed, look for: (1) a membrane or swelling 


Opiates and atropine are strictly 


which has not subsided or a foreign body not 
removed; (2) adductor spasm; (3) edema of 
glottis or subglottic region; (4) pretracheal or 
laryngeal abscess; (5) granulations due to ero- 
sion from use of too large a cannula; (6) cica- 
tricial stenosis of healed ulcer. 


CONCLUSION 


Let me insist on an early rather than a de- 
layed tracheotomy, a low rather than a high 
tracheotomy when symptoms point to severe 
laryngeal obstruction. Early and_ orderly 
tracheotomy is a relatively minor procedure 
and, when considered apart from the condition 
from which it is done, is attended with a mor- 


tality of not more than one-fifth of one per 
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cent. Intubation is reserved for the minority 
of cases and for experienced and equipped 
operators. 
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CHANGE OF DATES FOR 1938 
ANNUAL MEETING 


Your attention is directed to the fact that 
the Executive Committee of the State Society 
has found it necessary to change the dates of 
our 1938 Annual Meeting to May 2-4. The 
dates previously selected, namely, April 25- 
27, upon investigation were found to conflict 
with a large convention to be held in New 
Orleans at that time. The Executive Commit- 
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tee, desirous of having our State Meeting at 
a time when the members, as well as our scien- 
tific meetings, would not be cramped by any 
other meetings, thought it best to make the 
change in the dates. We hope and feel as- 
sured that this change will not interfere with 
the plans and attendance of our various mem- 
bers. 

If you recall, the last meeting in New Or- 
leans in 1935 was probably the most success- 
ful held in the history of our organization. 
Dr. Cassius L. Peacock of New Orleans is 
Chairman of the Committee on Arrangements 
for the approaching meeting, and, with his ex- 
perience and earnestness in his work, it can 
be well prophesied that the forthcoming meet- 
ing will equal if not excel that of 1935. In 
these various affairs we ask for your coopera- 
tion and, by all means, your attendance at this 
function. It is only by this that your officers 
can really know and appreciate whether their 
efforts in your behalf are successful. To 
please the State Medical 
their actions. 


Society motivates 
| a oe 





DEATH IN THE SEXES “a 


In the monthly Statistical Bulletin* put out 
by the Metropolitan Life Insurance Company 
there are frequently many interesting data 
which are not available elsewhere or, if they 
are, are obtained with difficulty. Recently 
there has been published a table, together with 
appropriate comments, on the sex ratio mor- 
tality for certain causes. These facts have to 
do with persons between the ages of one and 
74 years. It is to be noted that striking dif- 
ferences are exhibited as cause of death be- 
tween the two sexes. Of course there can be 
ne comparison between the diseases incident 
to womanhood and the diseases from which 
only a man might die but taking the diseases 
that may cause death in both sexes the highest 
per cent male of female rate is 867 in alcohol- 
ism, with a death rate in males, per 100,000, 
of 5.2 as contrasted with the other sex in which 
it was 0.6. Ulcer of the duodenum and the 
stomach is the next important disease which 


* Statistical Bulletin, Metropolitan Life Insurance 
Company, 18: 7, 1937. 
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causes many more deaths in the male than in 
the female. 
more commonly than a woman and likewise 


A man is murdered very much 


the males are more prone to severe mental de- 
pression, or at least have the requisite courage 
to commit suicide, as the rate of the one is 
19.3 compared to 5.6 in the other sex. About 
four times as many men are killed as result 
of accidents as are women and about three 
men may die as the result of the late effects 
Angina pectoris 
and coronary artery disease have always been 
known as disorders peculiar to the male sex. 
This is confirmed by the death rate, again 
roughly three times as many males as females 
die as result of these disorders. Arterioscler- 
osis and pneumonia show a per cent rate of 160 
and 153 respectively. Rather surprising is it that 
tuberculosis causes more deaths amongst male 
portions of the population than the female. 
Here the rate is 150. 

More men die as 


of syphilis to one woman. 


result of the common 
causes of death than do women, with a few 
Death rate in 

equally divided between the 


cancer is about 
sexes but 
women predominated to a slight degree. In per- 
nicious anemia and pellagra as well as diabetes 
there is a distinct tendency for a more lethal 
outcome amongst women than men. Exoph- 
thalmic goiter is the only disease in which 
there is a markedly increased number of fe- 
males dying as result of this disorder than 
males, practically five out of every six deaths 
being of the female sex. 

There is a preponderance of male deaths 


exceptions. 
two 


from so many diseases that it would seem fair 
to assume that the diseases peculiar to women 
must cause the death of a very considerable 
group of females. If more men than women 
die of poliomyelitis or appendicitis, erysipelas, 
heart disease, malaria, leukemia, nephritis, in- 
fluenza and a host of other diseases, there 
must be a corresponding number of deaths in 
the female sex and these must be from causes 
from which a man can not die. 





STATE MEDICINE 


When one considers that which, it is to be 
hoped, is a remote possibility, namely the 
drafting of medical men into the Federal Gov- 
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ernment in large numbers, one is struck with 
very definite impressions of the inefficiency 
of many of the Federal organizations. Of 
course the activities of the P. W. A. workers 
have been a theme for joksters ever since the 
P. W. A. has become active. When one con- 
siders that first class mail, often of consider- 
able value, disappears after it into the 
letter box to be gone forever and when many 
other Governmental activities are characterized 
by their looseness and carelessness, one won- 
ders if exactly the same state of affairs might 
not develop in the practice of medicine if the 
individual physician is not working on his own 
initiative and 


goes 


for himself but upon orders 
from above. Certainly it would seem that the 
height of efficiency is obtained nowadays in 
the general practice of medicine. Patients are 
taken care of honestly, faithfully and consci- 
entiously. For the most part they receive the 
best that medical science affords and whether 
rich man or pauper he can and does obtain 
expert medical advice and care. If medical 
service was placed in the hands of bureaucrats 
would such be the case? Would there be great- 
er efficiency in the care of the sick than there 
is now? It is much to be doubted. 





CANCER OF THE STOMACH 


Morley*, Professor of Surgery at Man- 
chester University, Manchester, England, dis- 
cusses cancer of the stomach from _ several 
poinis of view, a few of which will be men- 
tioned below. The other statements and facts 
he has to present will be omitted. 


In England the stomach is the commonest 
location for cancer within the body. There 
were slightly under 13,000 deaths from this 
cause in 1936 and probably a few thousand 
more which were not diagnosed properly. In 
a general way one-third of all cancers in men 
are in the stomach and one-fifth in women in 
the same place. The relation of sex is as six 
is to five. It is to be noted also that while 
this is a disease commonly seen in patients 
over 40, when it does occur in younger indi- 

* Morley, John: Carcinoma of the stomach, Brit- 
Med. J., Nov. 13, 1937, p. 949. 
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viduals always the malignancy is more virulent 
than in the older person. 


Morley, in discussing predisposing factors, 
takes up two or three rather important theore- 
tic considerations which in many places are 
looked upon as factual. He says, for example, 
that he does not think, except in the very un- 
usual case, that gastric ulcer predisposes to 
cancer. He substantiates his opinion by quota- 
tions from various students of the condition 
and then points out that, whereas chronic ulcer 
ir 82 per cent of the cases occurs in the middle 
two-thirds of the lesser curvature and only 12 
per cent in the prepyloric region, but in 
cancer 66 per cent are found in the prepyloric 
region and only 13 per cent in the region 
which is the favorite site of ulcer. The author 
states that figures speak eloquently 
against any close connection between ulcer and 
cancer. Again 90 per cent of hour-glass stom- 
achs occur in females who have a history of 
ulcer extending back 20 to 30 years. If irrita- 
tion from gastric ulcer brought about cancer, 
surely the incidence of 
highest in this region. 


these 


cancer should be 
An example: in 128 
carefully studied cases of hour-glass stomach 
only one female and two males were proved 
to have cancer. Another substantiating fact 
is that the average duration of cancer symp- 
toms is twelve months, whereas in_ ulcer, 
chronic in character, symptoms are present for 
ten plus years. 


Morley also discusses the relation of gastri- 
tis to cancer, largely because the distinguished 
gastroenterologist, A. F. Hurst, has maintained 
that cancer is predisposed to by an absence of 
free hydrochloric acid and who says he has 
never seen a case of cancer in which free 
hydrochloric acid was present in the early 
stage. The author disposes of Hurst’s con- 
tention by quoting a few cases of gastric can- 
cer which were known to have hydrochloric 
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acid prior to the development of cancer and 
he also says that free hydrochloric acid may 
be found in the gastric juice of about 30 per 
cent of patients with cancer of the stomach. 


Another disturbing, discomforting feature 
of gastric cancer is the fact that it is not recog- 
nized sufficiently early to be curable. The 
author gives no facts nor data from which to 
make the diagnosis in the early stages of this 
devastating malignancy when operation might 
cure the sufferer, 


To substantiate the statement that cancer 
of the stomach is rarely curable the figures of 
Morley might be quoted concerning 207 pati- 
ents who have been under his care. Fifty- 
eight of these had a gastrectomy but in the re- 
maining 149 patients the disease had advanced 
so far that only a palliative operation could 
be done or else nothing was attempted. Of 
the 58 patients on whom gastrectomy was per- 
formed, 24 per cent died immediately. Twenty- 
eight who survived the operation died from 
recurrences and only a few, 14 in number, still 
survive. Six of these have been living fo, less 
than two years after the operation. 


The mortality figures for gastric cancer are 
horribly disheartening. They indicate that 
most certainly in the cure of this type of can- 
cer no progress has been made. Cancer of the 
stomach should be discovered early but it is 
not, and no investigator has as yet been able 
to find a way to get to this disease when op- 
eration would be successful. It seems that it 
might be a wise idea in periodic health ex- 
amination of individuals past the age of 40 to 
have gastric analysis made and possibly to 
have roentgenologic study of the stomach made 
at the same time. It might be that these pro- 
cedures would be of as much value in finding 
gastric cancer as a routine electrocardiogram 
is in discovering early anatomic changes of the 
heart. 
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HOSPITAL STAFF TRANSACTIONS AND CLINICAL MEETINGS 


HOTEL DIEU 

The regular monthly meeting of the Staff of 
Hotel Dieu was held in the Nurses’ Lecture Room 
of Hotel Dieu on Monday, December 20, 1937. 

The meeting was called to order by the presi- 
dent, Dr. H. E. Bernadas, and with the secretary, 
Dr. J. A. LaNasa, at the desk. 

The scientific program consisted of: 

1. Clinicopathological Conference: Report of a 
Case of Aleukemic Leukemia by Dr. M. 
Couret. Dr. Kriz read the autopsy report. 
This case was discussed by Drs, Tripoli and 
Jamison. 

Scleredema Neonatorum with Presentation 
of Case Reports by Dr. Edwin A. Socola. 
Discussion was given by Dr. Mattingly. 

A recess of one minute was ordered by the 
chairman after which the meeting resolved into 
Executive Session. The meeting was then ad- 
journed. 


n 


HIGHLAND SANITARIUM 

The staff of the Highland Sanitarium held its 
monthly meeting on January 20, 1938 in the Clinic 
Building, following dinner at 7 p. m. Dr. J. S. 
Shavin was unanimously elected to membership 
on the staff. 

The program consisted of a series of reports of 
eases recently treated in Highland Sanitarium. 

Dr. T. P. Lloyd reported the case of a young 
woman having had intractable diarrhea for the 
past four years with episodes of high fever and 
extreme  prostration. On stool examination, 
patient was found to have strongyloides infesta- 
tion. Clinical examinations, including eight nega- 
tive blood cultures, revealed no other lesions. 
Following gentian violet therapy, she made re- 
markable recovery and left the sanitarium. Un- 
fortunately, patient returned this morning again 
having diarrhea and prostration, strongyloides be- 
ing present once more. Miss Jess Ogden discussed 
the laboratory diagnosis of strongyloides referring 
to differentiation from Necator americanus. 

Dr. W. M. Scott presented the case of a patient 
40 years old who was seen last August having 
high fever, chills and a large tender mass in the 
upper left quadrant of abdomen. This rapidly 
disappeared under conservative treatment, gradu- 
ally returning. In January the abdomen was ex- 
plored by Dr. J. A. Hendrick and a retroperiton- 
eal’ tumor found. When opened, a profuse dis- 
charge of about six ounces of necrotic and broken 
down tissue was removed. Examination of the 
tissue by Dr. Mathews revealed sarcoma, possibly 
originating from the suprarenal cortex. 

Dr. E. D. Rowland presented a patient who had 
gradually increasing dyspnea for several years. 


Sputum examinations were negative for tuber- 
culosis. He had been exposed to asbestos and sand 
as a pipe line fitter. Roentgenogram of the chest 
showed a fibrosis and emphysema, indicating 
probable asbestosis or silicosis. 

Dr. J. A. Hendrick reported case of a patient 
having had a normal appendectomy, who, four 
days after operation, vomited. The Wangensteen 
suction apparatus was brought into the room; 
the patient having seen this apparatus used on 
his brother, who recently died following general- 
ized peritonitis and neglected appendix, immedi- 
ately became frightened and his pulse increased 
from 74 to 160. This persisted until the following 
day when the suction apparatus was removed 
from the room and the patient reassured. He 
then quickly returned to a normal convalescence 
and recovery. 

Albert Owers, M.D., Secretary. 


FACULTY CLUB 
LOUISIANA STATE UNIVERSITY 
MEDICAL CENTER 
New Orleans 

The November meeting of the Faculty Club of 
Lousiana State University Medical Center was 
held on Friday, November 26, 1937 at 8 p. m. on 
the fourth floor of the Medical Science Building, 
with the President, Dr. P. J. Carter, presiding. 

PROGRAM 

Liver Function after Gum Acacia Injection. (W. 
W. Hall, Department of Biochemistry): The de- 
position of acacia in the hepatic parenchyma of 
four dogs after repeated intravenous injection 
(total injected 8-10 gm. per kilo) resulted in a 
reduced blood sugar tolerance curve to glucose 
and especially galactose. This would presumably 
indicate a diminution in liver function affecting 
carbohydrate metabolism. The plasma protein 
level was reduced, indicating an evident damage 
for the serum protein metabolism of the liver. 
Alteration of the clotting mechanism of the blood, 
especially the lowered fibrinogen content, has re- 
sulted in failure to clot or in formation of small, 
fragile and fibrous clots and a longer bleeding 
time. 

Modern Treatment of Syphilis (James W. Ted- 
der, Department of Dermatology and _ Syphil- 
ology): In the discussion of any disease of such 
a protean nature as syphilis it must be realized 
immediately that no hard and fast rules can be 
applied. In general, it may be stated that in the 
early cases of primary and secondary syphilis, 
we first treat the disease, and in the latent and 
tertiary type of syphilis, we treat the individual, 
other factors being equal. In the first group, the 
primary objective is to secure a serologic, a symp- 
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tomatic and a biologic cure, while in the second, 
we strive for a symptomatic cure. 

Only the various well tried drugs can be men- 
tioned. It would be well to stress the point that 
one should have clinical proof of a drug’s effec- 
tiveness before using it routinely. The patient 
should be rendered non-infectious as rapidly as 
possible, without overlooking the fact that the 
following reactions may be due to the therapeu- 
tic measures taken: (1) Herxheimer’s reaction; 
(2) nitrotoid or angioneurotic syndrome; (3) 
post-arsphenamine dermatosis; (4) post-arsphena- 
mine jaundice; (5) blood dyscrasias; (6) renal 
injuries; (7) nerve injuries, and (8) the so-called 
therapeutic paradox, 


The outline for the continuous treatment of 
the early primary or secondary syphilitic is as 
follows: 

First week—First day: Bi-salicylate, 1 grain, in 
oil intramuscularly (same dose at all _ times). 
Second day: Neoarsphenamine, 0.3 gm., intraven-. 
ously. Third day: Bi-salicylate, 1 grain, in oil in- 
tramuscularly. Fourth day: Neoarsphenamine, 
0.3 gm., intravenously. Fifth day: Bi-salicylate, 1 
grain in oil intramuscularly. Sixth day: Neoar- 
sphenamine, 0.3 gm., intravenously. Seventh day: 
Bi-salicylate, 1 grain, in oil intramuscularly. 

Second to fourth week—Neoarsphenamine, 0.6 
gm. weekly. Check blood and urine. 

Fifth to tenth week—Bi-salicylate 
neoarsphenamine, 
injection. 


weekly; 
0.6 gm. with fifth and tenth 


Eleventh to sixteenth week—Neoarsphenamine, 
0.6 gm., weekly. 

Seventeenth to twenty-eighth week—Bi-salicyl_ 
ate weekly; neoarsphenamine, 0.6 gm., with first 
and last injection. 

Twenty-ninth to 
sphenamine weekly. 

Thirty-fifth to forty-sixth week—Bi-salicylate 
weekly; neoarsphenamine, 0.6 gm., with first and 
last injection. 

Forty-seventh to 
sphenamine weekly. 
sermann. 

The total therapy during the first year con- 
tinuously includes neoarsphenamine, 30 injections 
and bi-salicylate 34 injections. If the Wassermann 
reaction and spinal fluid are negative, two courses 
of therapy should be given the second year, fol- 
lowing which the patient may be discharged with 
instructions to return for a Wassermann test 
every three months. If the spinal fluid shows 
evidence of positive changes, or the Wassermann 
reaction has failed to remain negative, further 
therapy is indicated. Beyond this stage, individu- 
alization of each case is necessary. A safe rule is 
to treat the patient for one year after.a negative 


thirty-fourth week—Neoar- 


fifty-second week — Neoar- 
Blood and spinal fluid Was- 
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Wassermann reaction and spinal fluid have been 
obtained. 


Parasitic Infestation of the Appendix (Rigney 
D’Aunoy, J. R. Schenken and E. S. Moss, Depart- 
ment of Pathology and Bacteriology): This paper 
will appear in full in the near future. 

Presentation of Case: So-called Chronic Bacil- 
largy Dystentery (George F. Fasting, Department 
of Pathology and Bacteriology): The patient was 
a white male, aged 34, with a history suggestive 
of intermittent dysentery for the past three years. 
The blood was positive in titer of 1:640 for the 
Flexner type. Treatment consisted of high vita- 
min diet and vaccine from stock strain of Flex- 
ner dysentery bacillus. Infected teeth were re- 
moved. From a weight of 77 pounds, the patient 
gaind 54 pounds in 79 days, and showed satis- 
factory clinical improvement. 


HUTCHINSON MEMORIAL CLINIC 


Scientific session conducted by the Department 
of Otolaryngology, Dr. J. R. Hume, presiding: 

The Viewpoint of the Otolaryngologist in Orbi- 
tal Infections (Dr. Lucian W. Alexander, Depart- 
ment of Otolaryngology): Orbital infections may 
arise in connection with suppuration of both the 
anterior and posterior group of sinuses. From 
the viewpoint of the rhinologist this complica- 
tion of sinusitis may be better understood if it 
is remembered that the anterior group (the fron- 
tal sinus, the anterior ethmoidal cells, and the 
maxillary sinus) is contiguous to the roof, the 
medial wall, and the floor of the orbit; while 
the posterior group (consisting of the sphenoid 
sinus and the posterior ethmoidal air cells) is in 
immediate relationship to the posterior half of 
the wall of the orbit, and to the superior orbital 
fissure and optic foramen. Therefore, complica- 
tions occur chiefly ag a result of the position of 
the sinus, the extreme thinness of the sinus walls, 
and the presence of congenital or necrotic dehis- 
cences in the walls. In consequence of this ana- 
tomic relationship there may arise, as a result of 
suppuration in the anterior group of cells (the 
frontal, anterior ethmoid and maxillary sinus) 
chemosis, edema of the lids, orbital periostitis and 
abscess (generally subperiosteal), and dacryocy- 
stitis; while suppuration in the posterior group 
(the sphenoid and posterior ethmoid) may be as- 
sociated with retrobulbar neuritis, optic atrophy, 
and paralysis of the ocular muscles. 


Pathogenic organisms may spread to the orbit, 
as a result of caries and absorption of the bony 
wall of the sinus, through congenital dehiscences, 
through the small venous channels. communicat- 
ing with the ophthalmic veins in the orbit, and 
possibly also by lymphatic vessels. 


The symptoms of orbital infections are swell- 
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ing, edema, and redness accompanied by closure of 
the eyelids and intense pain occurring at once. 
Pressure upon the eye sets up intense pain. The 
eyeball may protrude, and then be turned upward, 
outward or downward according to whether the 
infection originates in the antrum, ethmoid, or 
frontal sinus. Abscess formation with discharge 
of pus outwardly sometimes takes place, resulting 
in fistula. If not relieved great destruction of 
orbital tissue may occur with the total loss of 
vision in the affected eye. 


The diagnosis of orbital cellulitis is made from 
a history of infection, lid edema, proptosis, limi- 
ted ocular rotations, pain to backward pressure 
of the globe, unilaterality, early impairment of 
vision and the presence of pus in the adjacent 
sinus. Cavernous sinus thrombosis symptoms are 
quite similar to those caused by adjacent sinus 
diseases. The history of a chill, with headache, 
septic temperature, swelling of the eyelids, and 
an exophthalmos, which begins on one side and 
in one or two days involves the other eye also, 
are pathognomonic of cavernous sinus thrombosis. 
Panophthalmitis, tumors of the orbit, orbital 
emphysema, paralysis of extra-ocular muscles 
and pulsating exophthalmos should also be dis- 
tinguished. 


Treatment depends on the particular type of 
pathology that is present at the time the patient 
is first examined. Mild cases of orbital cellulitis 
will usually subside by the use of ice compresses 
locally and shrinking solutions in the nose. Pro- 
vision for adequate intranasal drainage and ven- 
tilation is imperative. Measures to improve in- 
tranasal drainage include the use of vasoconstric- 
tor drugs that do not inhibit the ciliary activity 
of the nasal mucosa. Neosynephrin 1-4 per cent 
solution and ephedrine sulphate 3 per cent solu- 
tion are the drugs that have given the most sat- 
isfactory results. Other measures that are use- 
ful to improve the ventilation and drainage of the 
sinuses include inhalation of tincture of benzoin, 
infra-red lamp, the Dowling tampon, and the 
Proetz displacement treatment of sinusitis. In 
young children the use of irrigations may be very 
dangerous due to the infection being transmitted 
to the eustachian tube and middle ear, resulting 
in an acute otitis media. In cases of spontaneous 
rupture of the sinus into the nasal chambers a 
mild suction may be useful to cleanse the nasal 
passages as the nasal mucosa is wonderful for the 
absorption of the toxic products from pus. To 
cleanse the nasal passages of a baby a smooth, 
soft, round-end rubber catheter is attached to the 
suction and the suction should be so regulated 
that not more than three pounds of suction may 
be used. After the instillation into each nostril 
of four drops of neosynephrin 1-4 per cent solu- 
tion or ephedrine sulphate 3 per cent solution, 


the rubber catheter is inserted into one nostril 
and the pus removed by gentle suction. In a like 
manner the pus is removed from the other nostril. 
This procedure should be repeated as often as is 
necessary to keep the nasal passages clean. A 
mild silver salt or antiseptic solution may be in- 
stilled into each nostril after each treatment. 
These patients do better if placed in a hospital 
with a suction in the room and a nurse in con- 
stant attendance. 


In severe cases of orbital cellulitis that do not 
subside in a few days, surgical drainage is in- 
dicated. A curvilinear incision is used in the ex- 
ternal operation, separation of the periosteum, ex- 
amination of the bony orbit and evacuation of the 
pus is attempted. A drainage tube is inserted into 
the wound and the wound is left wide open for 
drainage. After the acute symptoms have sub- 
sided, a radical operation is usually done to re- 
move the focus of infection. A like procedure is 
followed in cases of subperiosteal abscess. In 
cases where an orbital abscess has formed, the or- 
bital wall and periosteum are exposed as in 
a subperiosteal abscess and if both are found to 
be intact, an incision is made into the orbital 
fascia and the pus is drained. It is well to locate 
the pus pocket with a two-inch hypodermic needle 
before opening the orbital fascia. In an occasional 
ease where pus is not found, it may be necessary 
to do a radical operation to decompress the orbit 
and so prevent extension to the cavernous sinus 
and the meninges and also to relieve pressure on 
the optic nerve. 


Measures to eradicate the focus in the sinus 
should be as conservative as possible and a radical 
sinus operation on the involved sinus would be 
considered as conservative treatment in such 
cases. Where the focus is present in the frontal 
sinus the operation of choice is the Lynch radi- 
cal frontal operation. When the ethmoid air cells 
are involved, the operation of choice is Hume’s 
ethmoidectomy. The operation of choice on the 
maxillary antrum is the Caldwell-Luc. 

In all patients with ocular symptoms an ophthal- 
mologist should be consulted and the outlined 
treatment discussed with him. 


J. T. NIX CLINIC 
New Orleans 

At a meeting held in January, Doctors Fortier 

and Gately presented the following paper: 
HEMANGIOMA OF THE VERTEBRAE 

Hemangioma of the vertebrae, while clinically 
rare, has been shown by the work of Makrycos- 
tas and Topfer to be very common at autopsy, 
although rarely producing symptoms. When one 
considers the common occurrence of angiomata 
in other portions of the body, the frequency in 
the vertebrae should cause no surprise. Virchow, 
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in 1863, described the first recorded case in an 
old woman, with an associated hemangioma of 
the liver. In 1827 Makrycostas found 41 heman- 
giomas of the vertebrae in 12 bodies. Stimulated 
by the findings of Makrycostas, Topfer in 1928 
examined the vertebrae of 2,154 bodies. He found 
angiomata of the vertebrae in 257 cases or 11.93 
per cent. In 34 cases multiple vertebrae were in- 
volved. 

While the great majority of the cases occur in 
adults between 30 and 50, they have been reported 
at all ages from one year to ninety years. Pe- 
culiarly, for some unaccountable reason, they are 
more common in females in the ratio of 13 to 8. 
They arise mostly from the bone marrow but 
may spring also from the periosteum. They have 
been divided into the capillary, arterial, venous 
and cavernous types with the cavernous type the 
most common. 


They occur practically always in the dorsal and 
lumbar spine and particularly in the lower dorsal 
area. The size of the lesion is variable, from very 
small to the complete invasion of one or more 
vertebrae. 


As stated before, the majority of the cases are 
symptomless, because they are limited to the body 
of the vertebrae. When symptoms occur, they are 
due to an invasion of the spinal canal by the 
tumor, or a collapse of the vertebral body or la- 
minae producing pressure on the spinal cord and 
a compression myelitis. There is a progressive 
weakness of the lower limbs and eventually, a 
paraplegia. 


The roentgen findings are characteristic, al- 
though they may be overlooked if the radiologist 
is not alert. Then too, because of the rarity of 
symptom-producing cases, the changes, even if 
seen by the radiologist, may be misinterpreted. 
There is irregular absorption of the bony trabe- 
culae and thickening of the remaining vertical 
trabeculae, producing parallel vertical striations 
in the bodies of the vertebrae, together with a 
loss of the normal homogenous structure in the 
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roentgenogram. The presence of these vertical 
striations is the chief x-ray finding on which the 
diagnosis is based. The abnormal trabeculations 
may extend into the vertebral arches and laminae, 
and the adjacent vertebrae may be_ involved. 
Hanson attempts to explain the involvement of 
two adjacent vertebrae by the fact that occasion- 
ally their blood supply is received from a com- 
mon branch artery. The intervertebral discs are 
rarely involved, probably because of the absence 
of a direct blood supply. 

The vertebral bodies may show a slightly great- 
er transverse diameter and slightly less depth 
than the normal body above and below. Injury 
may serve to accentuate this compression and 
widening. If the transverse and spinous processes 
are involved they, also, may show greater dimen- 
sions than normal. 


While various authors list tuberculosis, lues, 
Kummell’s disease, sarcoma, myeloma, metastatic 
tumors, intervertebral disc nodes, osteomalacia, 
gout, and Paget’s disease as conditions to be con- 
sidered in the differential diagnosis, it would 
seem that Paget’s disease is the one condition 
where serious difficulty would be encountered in 
differentiating. Lack of pathologic findings in 
the long bones and skull would tend to exclude 
Paget’s. A determination of the serum phospha- 
tase, which in Paget’s is elevated, would also be of 
assistance. 

‘The treatment of choice is irradiation therapy, 
Kaplan stating that these tumors are as respon- 
sive to irradiation as superficial growths of the 
same histology. High voltage x-ray therapy is 
administered to the affected vertebra in small 
doses, repeated at intervals of several weeks un- 
til the desired result is obtained. Usually 500 R 
in doses of 100 R per day is given at monthly in- 
tervals. The response is slow but favorable in 
most instances. In the presence of pressure symp- 
toms, surgery may have to be resorted to and 
the prognosis of such cases is bad, the majority 
becoming bed-ridden and dying of intercurrent 
infection. 
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CALENDAR 

February 1. Eye, Ear, Nose and Throat Hospi- 
tal Staff, 8. p. m. 

February 2. Clinicopathologic Conference, Tou- 
ro Infirmary, 11:15 a. m. to 12:15 
p. m. 

February 2. Clinical Pathological Conference, 
Charity Hospital and L. S. U. Medi- 
cal Center, 2 p. m. 

February 2. Hutchinson Memorial Clinic Staff, 
8 p. m. 

February 2. Mercy Hospital Staff, 8 p. m. 


February 7. Board of Directors, Orleans Parish 
Medical Society, 8 p. m. 

February 7. Pathologic Conference, Hotel Dieu, 
8:15 p. m. 

February 9. Clinical Pathological Conference, 
Charity Hospital and L.S.U. Medi- 
cal Center, 2 p. m. 

February 9. Touro Infirmary Staff, 8 p. m. 


February 11. French Hospital Staff, 8 p. m. 


ORLEANS PARISH MEDICAL 
SOCIETY, 8 p. m. 


February 14. 








un 


February 15. Charity Hospital Medical Staff, 
8 p. m. 
February 16. Clinicopathologic Conference, Tou- 


ro Infirmary, 11:15 a. m. to 12:15 
p. m. 

Clinical Pathological Conference. 
Charity Hospital and L.S.U. Medi- 
cal Center, 2 p. m. 


February 16. 


February 16. Charity Hospital Surgical Staff, 
8 p. m. 

February 17. Eye, Ear, Nose and Throat Club, 
8 p. m. 


February 18. 
February 21. 
February 22. 


I. C. R. R. Hospital Staff, 12 noon. 
Hotel Dieu Staff, 8 p. m. 
Baptist Hospital Staff, 8 p. m. 


February 23. Clinicopathologic Conference, Tou- 
ro Infirmary, 11:15 a. m. to 12:15 
p. m. 

February 23. Clinical Pathological Conference, 
Charity Hospital and L.S.U. Medi- 


cal Center, 2 p. m. 
February 25. L.S.U. Faculty Club, 8 p. m. 
February 28. ORLEANS PARISH MEDICAL 
SOCIETY, 8 p. m. 





During the month of January, the Society held 
its annual Installation Meeting and one scientific 
meeting. 

The annual Installation Meeting of the Orleans 
Parish Medical Society was held Monday, January 
10. The following program was presented: 

Invocation: Rev. Dunbar Hunt Ogden, Pastor 
of the Napoleon Avenue Presbyterian Church. 

Relationship of Dentists to Physicians: Rev. 
Father Harold A. Gaudin, S.J., President, Loyola 
University. 

The Doctor and the Graduate School: 
P. McCutcheon, Dean, 
University. 

The Function of the State University: Dr. 
James Monroe Smith, President, Louisiana State 
University. 

Address of Retiring President: Dr. 
Nix. 

Inaugural Address: Dr. Shirley C. Lyons. 

The following officers for 1938 were installed: 

President: Dr. Shirley C. Lyons. 

First Vice-President: Dr. Edgar Burns. 

Second Vice-President: Dr. H. Ashton Thomas. 

Third Vice-President: Dr. Lucien A. Fortier. 
Dr. Gilbert C. Anderson. 


Dr. Roger 
Graduate School, Tulane 


James T. 


Secretary: 


Treasurer: Dr. Edwin H. Lawson. 
Librarian: Dr. Donovan C. Browne. 
Additional Members Board of Directors: 


Dr. Isidore Cohn 
Dr. George H. Hauser 
Dr. James T. Nix 
The Woman’s Auxiliary had charge of the re- 
freshments and social hour following the meeting. 
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NEWS ITEMS 

Dr. Ernest Carroll Faust, of the Department of 
Tropical Medicine, School of Medicine, Tulane 
University, attended the meetings of the Ameri- 
ean Association for the Advancement of Science 
(December 27-January 1) in Indianapolis, Ind. 

At the meetings Dr. Faust was elected four- 
year Councilor of the American Society of Tropi- 
cal Medicine, having previously filled the Council- 
orship in this Society (1931-1935), and Secretary 
of the Secretaries’ Conference. 





Election of Dr. Edwin L. Zander as president 
of the medical staff of Mercy Hospital marked 
the annual dinner of the executive board held 
January 5, 1938. 

Dr. Zander succeeds Dr. John F. Dicks. 
officers elected at the meeting are Dr. 
Mailhes, vice-president; Dr. Edwin R. Guidry, 
secretary, and Dr. Carroll F. Gelbke, treasurer. 
Dr. Dicks and Dr. John J. Irwin were named 
members of the executive board. 


Other 
Roger 





Colonel Charles F. Craig addressed the Missis- 
sippi Public Health Association at its annual meet- 
ing in Jackson, Mississippi, December 9, upon the 
control of amebiasis, and the Laboratory Section of 
the Association upon the diagnosis of amebiasis. 





Dr. James T. Nix, Dean of the Graduaie School 
of the Louisiana State University Medical Cen- 
ter, addressed the Issaquena-Sharkey-Warren 
Counties Medical Society in Vicksburg, Mississip- 
pi, January 11. The subject of Dr. Nix’s address 
was “The Economic Phase of Medical Practice.” 





Dr. Walter J. Otis of the De Paul Sanitarium 
was elected chairman of the Hospital Council of 
New Orleans, organization of hospital executives 
of the city, January 13, 1938. He succeeded Dr. 
A. J. Hockett, superintendent of Touro Infirmary. 

Dr. Val Fuchs, of Hotel Dieu, was named vice- 
president and Frank Groner, of Baptist Hospital, 
secretary-treasurer. A buffet supper at De Paul 
Sanitarium followed the meeting. 





Numerous prominent educators and outstand- 
ing professional figures participated in the three- 
day inaugural program for Dr. Rufus C. Harris, 
as tenth President of The Tulane University of 
Louisiana, January 16 through 18. 

Of special interest to the medical profession 
was the Symposium on University Medical Edu- 
cation, at the Hutchinson Memorial, Monday, 
January 17. Charles Cassedy Bass, Dean, School 


of Medicine, Tulane University, presided. The 
program included: 
Preventive Medicine, Its Outlook in Medical 


Education: Waller Smith Leathers, Dean, School 
of Medicine, Vanderbilt University. 
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The Quest of the Teacher in Medicine: Al- 
phonse Mary Schwitalla, S.J., Dean, School of 
Medicine, St. Louis University. 

The Orleans Parish Medical Society congratu- 
lates Tulane University on its selection, and ex- 
presses best wishes to Dr. Harris. We will stand 
ready at all times to cooperate with him and the 
University. 





At a recent meeting of the Staff of French 
Hospital, the following officers were elected: Dr. 
Joseph Palermo, chairman; Dr. Maurice Lescale, 
vice-chairman; Dr. R. E. Rougelot, secretary. 





REMOVALS 
Dr. Philip J. Bayon from 1403 Delachaise Street 
to 632 Maison Blanche Building. 
Dr. H. Ashton Thomas from 913 to 922 Union 
Building. 





Dr. I. M. Gage has been appointed Chairman 
of the Scientific Essays Committee for 1938. Any 
member desirous of reading a paper before the 
Society during this year will please send in his 
title and the time of the year he would like to 
read his paper. 





TREASURER’S REPORT 


Actual Book Balance: 11-29-37_. $2,842.59 








December Credits $1,174.36 
Total Credits $4,016.95 
December Expenditures $1,273.49 
Actual Book Balance 12-31-37 $2,743.46 





LIBRARIAN’S REPORT 

The Library has loaned to doctors during De- 
cember, 595 books and journals, with an addition- 
al 541 items to students for overnight use, bring- 
ing the total for the month to 1,236. 

The Library has been increased by 59 volumes 
during the month, of which 17 were received by 
gift and 27 from the New Orleans Medical and 
Surgical Journal, with 15 by purchase. A notation 
of new titles of recent date is given herewith. 

NEW BOOKS—DECEMBER, 1937 
Craig, C. F.: Clinical Parasitology, 1937. 


Kovacs, Richard: Electrotherapy and Light The- 
Yapy, 1937. 

Cecil, R. L.: Textbook of Medicine, 1937. 

Price, F. W.: Textbook of the Practice of Medi- 
cine, 1937. 

Maingot, Rodney: Postgraduate Surgery, vol. 3, 
1937. 

U. S. Surgeon-General’s Office: Index Catalog, 4th 
series, vol. 2, 1937. 

American Association for the Study of Goiter 
Transactions, 1937. 

Key, J. A.: Management of Fractures, Disloca- 
tions and Sprains, 1937. 

Eddy, W. E.: Avitaminosis, 1937. 

Wangensteen, O. H.: Therapeutic Problem in 
Bowel Obstruction, 1937. 

Sobotka, Harry: Physiological Chemistry of Bile, 
1937. 

Association for Research in Nervous and Mental 
Diseases: Tumors of the Nervous System, 1937. 

Bluemel, C. S.: Stammering and Allied Disorders, 
1935. 

Solomon, Charles: Traffic in Health, 1937. 

Young, H. H.: Genital Abnormalities, Herma- 
phroditism and Related Adrenal Diseases, 1937. 

Huhner, Max: Diagnosis and Treatment of Sexual 
Disorders, 1937. 

Buie, L. A.: Practical Proctology, 1937. 

Stutterheim, N. A.: Eyestrain and Convergence, 
1937. 

Brookes, H. S.:Textbook of Surgical Nursing, 1937. 

Nocht, Bernard: Malaria, 1937. 

Turner, C. E.: Personal Hygiene, 1937. 

Braude, Morris: Principles and Practice of Clini- 
cal Psychiatry, 1937. 

Alexander, John: Collapse Therapy in Pulmonary 
Tuberculosis, 1937. 

Fishbein, Morris: Syphilis, 1937. 

International Medical Annual, 1937. 

American Red Cross: First Aid Textbook, 1937. 

California Medical Association: California Medi- 
co-economics Survey, 1937. 

National Board of Medical Examiners: Director of 
Diplomates, 1937. 


American Climatological Association Transactions, 


1930-36. 
Gilbert C. Anderson, M.D. 
Secretary. 





LOUISIANA STATE MEDICAL SOCIETY NEWS 


NEW ORLEANS GRADUATE MEDICAL 
ASSEMBLY 
The physicians of Louisiana have received ad- 
vance notice of this important meeting which 
will be held in New Orleans, March 7-10. This 
notice is merely a reminder to recall to the mem- 
bers of the State Society the fact that this as- 
sembly, attended by approximately seven hun- 


dred registrants last year, is one of the outstand- 
ing meetings of its kind in the country. This 
year the program surpasses that of last year, it 
is promised to those who attend. The speakers 
include such surgeons as Stone of Baltimore and 
Hertzler of Halstead; medical men as Strong and 
Fitz, both of Boston. Well-known specialists in 
other fields such as Crohn, Wile, Vaughan, and 
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Mitchell and many others will appear on the pro- 
gram. In addition to the scientific session, many 
other activities are planned which will add to the 
enjoyment, as well as the knowledge, of the regis- 
trants. 





19388 ANNUAL MEETING 

CHAIRMEN OF COMMITTEES ON ARRANGE- 

MENT 
Dr. C. L. Peacock, General Chairman. 

Dr. C. L. Peacock—Advisory. 

Dr. Edmund Connely—Badges. 

Dr. L. C. Chamberlain—Banquets. 

Dr. Philip Jones—Convention Clinics. 

Dr. H. B. Alsobrook—Commercial Exhibits. 

Dr. J. Kelly Stone—Decorations. 

Dr. Ashton Thomas—Entertainment. 

Dr. George H. Hauser—Finance. 

Dr. P. C. DeVerges—Golf. 

Dr. R. A. Robinson, Jr.—Hotels. 

Dr. E. Z. Browne—Lanterns. 

Dr. Robert Bernhard—Locations. 

Dr. D. C. Browne—Luncheons. 

Dr. W. R. Metz—Publicity. 

Dr. Ambrose Storck—Scientific Exhibits. 

Dr. W. B. Clark—Signs. 

Dr. E. A. Ficklen—Transportation. 

Dr. Lucy S. Hill—Women Physicians. 

Dr. R. L. Gordon—Registration. 

Due to the fact that the personnel for these 
committees was not received until time for the Jour- 
nal to go to press it will not be possible to publish 
same in this issue; however these names will be 
carried in the March issue. 





SEVENTH DISTRICT MEDICAL SOCIETY 

The Seventh District Medical Society met Janu- 
ary thirteenth at the Ardennes Hotel in Jennings. 
There were present forty-six members and three 
visitors. A chicken dinner was served before the 
scientific session opened. 

Dr. Neal Owens, of New Orleans, showed lan- 
tern slides and spoke on the subject “Some Prob- 
lems of Reconstructive Surgery of the Face.” Dr. 


Jack E. Strange, also of New Orleans, spoke on 


“Nutritional Diseases of Infants and Children’; 
Dr. Jared Y. Garber, of Lake Charles, read a 
paper entitled “Is Sulfanilamide a Panacea?” 

Drs. Owens and Strange were made honorary 
members of the society. The next meeting will 
be held in March at Crowley. 

L. Z. Kushner, M.D., Sec. 





ST. TAMMANY PARISH MEDICAL SOCIETY 


The regular annual installation meeting of the 
St. Tammany Parish Medical Society was held in 
Covington, January 22, at 8 p. m. The following 
officers were installed: President: Dr. Frank F. 
Young; Vice-President: Dr. F. R. Singleton; Sec- 
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retary-Treasurer: Dr. H. D. Bulloch; Delegate: 
Dr. Carl Young; Alternate: Dr. H. E. Gautreaux. 
Drs. P. T. Talbot, Leon J. Menville, W. H. Har- 
ris, A. V. Friedrichs, N. K. Edrington and C. 
Grenes Cole, all of New Orleans, were guests of 
the society. Mr. C. D. Sneed and Mr. Nat Good- 
wyn, both of Covington, represented the press. 
Following the meeting, a banquet was held. 
Much was said in praise of the many good quali- 
ties, both professional and personal, of the newly 
installed president. 
H. D. Bulloch M.D., Sec. 





WEBSTER PARISH MEDICAL SOCIETY 
OFFICERS 
1938 
Dr. C. S. Sentell, Minden. 
Dr. C. M. Baker, Minden. 
B. A. Norman, Min- 


President: 

Vice-President: 

Secretary-Treasurer: Dr. 
den. 

Delegate: Dr. C. M. Baker, Minden. 

Alternate: Dr. R. E. Smith, Minden. 





RICHLAND PARISH MEDICAL SOCIETY 
OFFICERS 
1938 
President: Dr. Nash Collins, Delhi. 
Secretary-Treasurer: Dr. Lorenz Teer, Delhi. 
Delegate: Dr. C. E. McConnell, Mangham. 
Alternate: Dr. J. C. Sartor, Rayville. 


EAST BATON ROUGE PARISH 
MEDICAL SOCIETY 
OFFICERS 
1938 
President: Dr. J. L. Beven, Baton Rouge. 
Vice-President: Dr. D. W. Landess, Port Allen. 
Secretary-Treasurer: Dr. U. S. Hargrove, Baton 
Rouge. 
Delegates: Drs. C. A. Lorio, W. K. Irwin, J. J. 
Noto; ail of Baton Rouge. 
LAFAYETTE PARISH MEDICAL SOCIETY 
OFFICERS 
1938 
President: Dr. F. H. Davis, Lafayette. 
Vice-President: Dr. J. J. Burdin, Lafayette. 
Secretary-Treasurer: Dr. William Melancon, 


Carencro. 
Delegate: Dr. Robert Kapsinow, Lafayette. 
Alternate: Dr. R. S. Hernandez, Duson. 





LAFOURCHE PARISH MEDICAL SOCIETY 
OFFICERS 
1938 
President: Dr. I. J. Boulet, Larose. 
Vice-President: Dr. L. J. Kerne, Thibodaux. 
Secretary-Treasurer: Dr. P. J. Dansereau, Thi- 
bodaux. 
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Delegate: Dr. C. J. Barker, Thibodaux. 
Alternate: Dr. Guy Jones, Lockport. 





JACKSON-LINCOLN BI-PARISH 
MEDICAL SOCIETY 
OFFICERS 
1938 

President: Dr. M. T. Green, Ruston. 
Vice-President: Dr. J. E. Crawford, Ruston. 

Dr. R. U. Parrott, Ansley. 
Secretary-Treasurer: Dr. R. H. Allen, Ruston. 
Delegate: Dr. T. A. Dekle, Jonesboro. 
Alternate: Dr. J. E. Crawford, Ruston. 





ASCENSION PARISH MEDICAL SOCIETY 
OFFICERS 
1938 
President: Dr. D. C. Brumfield, Darrow. 
Vice-President: Dr. H. A. Folse, Donaldsonville. 


Secretary-Treasurer: Dr. Myer Epstein, Gon- 
zales. 

Delegate: Dr. D. T. Martin, Donaldsonville. 

Alternate: Dr. H. A. Folse, Donaldsonville. 





ST. TAMMANY PARISH MEDICAL SOCIETY 
OFFICERS 
1938 
President: Dr. F. F. Young, Covington. 
Vice-President: Dr. F. R. Singleton, Slidell. 


Secretary-Treasurer: Dr. H. D. Bulloch, Cov- 
ington. 

Delegate: Dr. Roy Carl Young, Covington. 

Alternate: Dr. H. E. Gautreaux, Covington. 





MOREHOUSE PARISH MEDICAL SOCIETY 

OFFICERS 

1938 

President: Dr. W. A. Rodgers, Bastrop. 
Vice-President: Dr. Guy Williams, Mer Rouge. 
Secretary-Treasurer: Dr. F. B. Ogden, Bastrop. 
Delegate: Dr. John N. Jones, Bastrop. 
Alternate: Dr. C. J. Raney, Bastrop. 





DESOTO PARISH MEDICAL SOCIETY 
OFFICERS 
1938 

President: Dr. W. B. Hewitt, Mansfield. 
Vice-President: Dr. R. P. Thaxton, Mansfield. 
Secretary-Treasurer: Dr. R. A. Tharp, Mansfield. 
Delegate: Dr. R. A. Tharp, Mansfield. 
Alternate: Dr. W. B. Hewitt, Mansfield. 





POINTE COUPEE PARISH MEDICAL SOCIETY 
OFFICERS 
1938 
President: Dr. J. S. Branch, Lettsworth. 
Vice-President: Dr. J. M. Mosely, Lakeland. 
Secretary-Treasurer: Dr. E. G. Durel, 
Roads. 
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Delegate: Dr. R. McG. Carruth, New Roads. 
Alternate: Dr. M. O. Becnel, New Roads. 





ACADIA PARISH MEDICAL SOCIETY 
OFFICERS 
1938 
President: Dr. A. B. Cross, Crowley. 
Vice-President: Dr. E. C. Faulk, Rayne. 
Secretary-Treasurer: Dr. R. A. Fontenot, Crow- 
ley. 
Delegate: Dr. H. L. Gardiner, Crowley. 
Alternate: Dr. E. C. Faulk, Rayne. 





SABINE PARISH MEDICAL SOCIETY 


OFFICERS 
1938 
President: Dr. W. G. Allen, Converse. 
Vice-President: Dr. H. M. Prothro, Pleasant 
Hill. 
Secretary-Treasurer: Dr. O. L. Sanders, Jr., 
Converse. 





OUACHITA PARISH MEDICAL SOCIETY 
OFFICERS 
1938 
President: Dr. W. M. Hunter, Monroe. 
Vice-President: Dr. R. M. Simonton, Monroe. 
Secretary-Treasurer: Dr. O. W. Cosby, Monroe. 
Delegates: Dr. G. W. Wright, Monroe. 
Dr. A. L. Peters, Monroe. 





ERNEST S. LEWIS MEMORIAL MEETING 

Walter W. Chipman, B.A., M.D., LL.D., F.R.C.S. 
(Edin.), of Montreal, Quebec, will be the guest 
speaker at the Ernest S. Lewis Memorial meet- 
ing of the New Orleans Gynecological and Obste- 
trical Society with the Orleans Parish Medical 
Society on March 14. Dr. Chipman is Emeritus 
Professor of Gynecology and Obstetrics, McGill 
University Faculty of Medicine, Consulting Obste- 
trician and Gynecologist Royal Victoria-Montreal 
Maternity Hospital. 

Dr. Chipman has very graciously consented to 
make the trip especially for this occasion. The 
medical profession of the South will be interested 
in hearing him at this time. His subject will be 
John Hunter, the first scientific surgeon. 

The memorial services at this meeting will be 
for the late Dr. C. Jeff Miller. 





AMERICAN COLLEGE OF SURGEONS 

Sectional meeting of the American College of 
Surgeons will be held February 2-4 in Houston 
with the Rice Hotel as headquarters. Participa- 
ting states include Texas, Louisiana, Mississippi, 
Tennessee, Arkansas, Oklahoma, New Mexico, 
Arizona, Mexico and Cuba. An excellent clinical 
program has been provided which will embrace 
of general surgery and surgical specialties, and 
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also scientific sessions and medical motion pic- 
ture demonstrations. 





NEWS ITEMS 


The Southeastern Surgical Congress will hold 
its ninth annual meeting in Louisville, Kentucky, 
March 7-9, 1938 at the Brown Hotel. A splendid 
series of papers will be presented by some of the 
most distinguished surgeons in the country. 
Among those included are W. Wayne Babcock, 
Baltimore, Md.; Willis Campbell, Memphis, Tenn.; 
George W. Crile, Cleveland, Ohio; Arthur Hertz- 
ler, Halstead, Kansas; C. H. Moore, Birmingham, 
Ala.; and Irvin Abell, Louisville, Ky. On the 
program from New Orleans are Doctors Isidore 
Cohn, Alton Ochsner and Ambrose Storck. 





The American Physicians’ Art Association, a 
national organization of medical men who have 
ability in the fine arts, will hold a first national 
exhibition in the San Francisco Museum of Art, 
San Francisco, California, in June, 1938. All en- 
tries close April 1, 1938. Any physician interested 
should communicate at once with the Secretary 
of the American Physicians’ Art Association, 
Suite 521-536 Flood Bldg., San Francisco, Cali- 
fornia. 





Dr. Willard R. Wirth addressed the Pike 
County Medical Society at McComb, Mississippi, 
January 6, 1938 on “Heart Disease in Children.” 
The following day Dr. Wirth spoke to the stud- 
ents of the McComb High School and, later, to 
the students of the Magnolia High School on 
“The Causes and Prevention of Heart Disease.” 
On the night of January 7, 1938, Dr. Wirth ad- 
dressed a parents’ and public meeting on the 
same subject, illustrating the talk with lantern 
slides. 





At the inauguration of Rufus Carrollton Harris 
as tenth President of The Tulane University of 
Louisiana, the degree of Doctor of Laws was con- 
ferred upon Alphonse Mary Schwitalla, S.J., Dean, 
School of Medicine, St. Louis University; and 
Waller Smith Leathers, Dean, School of Medicine, 
Vanderbilt University. 





RESIDENT WANTED 
A resident physician is wanted at French Hos- 
pital, New Orleans, position to begin immediately. 





AMERICAN MEDICAL ASSOCIATION 
CONVENTION 
The convention division of the American Ex- 
press Company has arranged two all inslusive 
special train trips to San Francisco. These trips 
leave Chicago June 6, visit the Indian Detour, 
Grand Canyon, Los Angeles, Riverside and Santa 


Catalina Island. Return trips may be via Port- 
land, Seattle, Victoria, Vancouver and the Cana- 
dian Rockies, or Yellowstone, Colorado Springs 
and Denver. Details of the trip are on file in the 
office of the Journal. 





EXAMINATIONS 
AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 
The general oral, clinical and pathological ex- 
aminations for all candidates (Groups A and B) 
will be conducted by the entire Board, meeting 
in San Francisco, California, on June 13 and 14, 
1938, immediately prior to the meeting of the 
American Medical Association. 
For further information and application blanks 
address Dr. Paul Titus, Secretary, 1015 Highland 
Building, Pittsburgh, (6), Pa. 





FOUNDATION PRIZE 

A copy of the rules governing the award of the 
Foundation Prize of the American Association of 
Obstetricians, Gynecologists and Abdominal Sur- 
geons is in the office of the Orleans Parish 
Medical Society. Briefly, the prize is $500.00 and 
is offered to those who are interns, residents, or 
graduate students in obstetrics, gynecology or 
abdominal surgery; and physicians (with an M.D. 
degree) in the above specialties, actively prac- 
ticing or teaching the same. 





MEAD JOHNSON VITAMIN A AWARD 

Mead Johnson and Company announce that the 
Vitamin A Award to be judged in New York on 
June 4, 1937, was not given to any investigator 
due to the fact that no clinical investigation on 
vitamin A had completely answered the objec- 
tives of the original proposal. Further consider- 
ation of the award is deferred to December 31, 
1939. This award is for a large sum which has 
been segregated and is on deposit in the Conti- 
nental Illinois National Bank and Trust Com- 
pany of Chicago. 





INFECTIOUS DISEASES IN LOUISIANA 


Dr. J. A. O’Hara, epidemiologist for the State 
of Louisiana, has furnished us with the weekly 
morbidity reports for the state, which contain the 
following summarized information. For the week 
ending December 18, syphilis led all other re- 
ported diseases with 82 cases listed. The respira- 
tory tract infections were, as a group, a large 
number of the reportable cases; there were 57 
cases of pneumonia, 54 of influenza and 49 of 
pulmonary tuberculosis. Other diseases, occurring 
in numbers greater than ten, were 41 cases of 
gonorrhea, 32 of cancer, 27 of diphtheria, 19 of 


‘malaria, 15 of scarlet fever, 14 of whooping cough 


and 11 of typhoid fever. Except for Rapides Par- 
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ish, with four cases, the typhoid fever was scat- 
tered through other parishes not to exceed two 
cases each. In this week, two cases of poliomye- 
litis were reported. For the fifty-first week of 
the year, reportable diseases dropped precipitously. 
There were 53 cases of pulmonary tuberculosis, 
50 of influenza, 46 of pneumonia, 34 of cancer, 29 
of syphilis and 14 of whooping cough. Two cases 
ot cerebrospinal meningitis were listed from As- 
sumption Parish, and two cases of poliomyelitis, 
one from Franklin and one from Red River. For 
the fifty-second and last week of the year, pneu- 
monia showed a sharp increase with 64 cases re- 
ported. This was followed by 47 cases of in- 
fluenza, 46 of cancer, 28 of syphilis, 17 of pulmon- 
ary tuberculosis, 15 of scarlet fever and 13 of 
gonorrhea. There were no cases of poliomyelitis 
reported this week, and, of the three cases of 
cerebrospinal meningitis reported from Orleans, 
one was imported. There were two cases of 
tularemia reported from Orleans Parish. In the 
first week of the year, ending January eighth, 
syphilis led the procession with 55 cases, followed 
by 45 cases of pneumonia, 42 of influenza, 22 of 
gonorrhea, 21 each of cancer and chickenpox, 19 
of pulmonary tuberculosis, 13 of diphtheria, 11 
of malaria and 10 of scarlet fever. This week 
there was a case of poliomyelitis reported from 
Catahoula Parish and five cases of cerebrospinal 
meningitis, two of which had their origin in As- 
sumption, two in Iberville, and one in Richland. 
For the week ending January 15, there were 167 
cases of syphilis listed. Pneumonia increased 
markedly; pulmonary tuberculosis also took a big 
jump with 55 cases reported. There then followed 
51 cases of influenza, 28 of scarlet fever, 24 of 
gonorrhea, 23 of cancer, 22 of diptheria and 21 
of septic sore throat, a disease usually not report- 
ed or only occasionally. No parish reported more 
than three cases of scarlet fever except Orleans, 
which had 13. One case of poliomyelitis was re- 
ported from Avoyelles; one case of cerebrospinal 
meningitis was reported from Orleans; one case 
each of undulant fever was reported in both Cal- 
casieu and St. Landry. 





HEALTH OF NEW ORLEANS 





The Department of Commerce, Bureau of the 
Census, reports that for the week ending Decem- 
ber 18, there were 178 deaths in the city, of which 
117 were in the white and 61 negro population. 
There were, in the same week, 17 deaths in chil- 
dren under one year of age. For the week which 
ended on Christmas Day, there were fewer deaths 


in New Orleans. In this week 109 white people 
died and 68 negro; the infant deaths were only 
eight in number. For the week which ended the 


first day of the new year, there were 191 deaths, 
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divided 119 white and 72 negro. Infant deaths 
were 21, of which 13 were among negro children. 
For the week which came to a close January 8, 
there was quite a fall in the number of deaths, 
163, as a result of 15 less in the white and 13 
less in the negro population. There were 13 in- 
fant deaths. 





WOMAN’S AUXILIARY 
Louisiana State Medical Society 

President—Mrs. George D. Feldner, 
leans. 

President-Elect—Mrs. Frederick G. Ellis, Shreve- 
port. 

First Vice-President—Mrs. 
Monroe. 

Second Vice-President—Mrs. Walter Moss, Lake 
Charles. 

Third Vice-President—Mrs. 
New Orleans. 


New Or- 


Brown, 


Joseph P. 


Robert Bernhard, 


Fourth Vice-President—Mrs. E. A. Campbell, 
Homer. 

Recording Secretary—Mrs. William B. Heidorn, 
Shreveport. 


Corresponding Secretary—Mrs. 
bert, New Orleans. 

Parliamentarian—Mrs. John T. Crebbin, Shreve- 
port. 


Aynaud F. He- 





ORLEANS PARISH 

The Executive Board of the Woman’s Auxiliary 
acted as hostesses at the social hour following 
the installation of officers of the Orleans Parish 
Medical Society, when Dr. Shirley Lyons was in- 
ducted as president. Refreshments were served 
and dancing followed. A very large and repre- 
sentative number of doctors and their wives were 
present. 


The Educational Committee headed by Mrs. Her- 
mann B. Gessner reports a fine piece of work in 
the anti-tuberculosis drive in the public and pa- 
rochial schools. This committee has distributed 
pamphlets and posters in the schools. Doctors, 
appointed by Dr. Lyons, will speak at all parent- 
teachers’ meetings throughout the year. 

Mrs. S. M. Blackshear, 
Publicity Chairman. 





TRI-PARISH 

The Woman’s Auxiliary to the Tri-Parish 
Medical Society met on Wednesday night, Decem- 
ber 8, in the home of the president, Mrs. E. Otis 
Edgerton. A very interesting paper, written by 
Dr. G. W. Gaines, was read by Mrs. Abernathy. 

It was voted to send Christmas baskets to poor 
families in the community. Five dollars was sent 
to the Indigent Physicians’ Fund. 

Mrs. T. P. Sparks, 
Publicity Chairman. 











JEFFERSON DAVIS PARISH 





The January meeting of the Jefferson Davis 
Parish Medical Auxiliary was held in Welsh at 
the home of Mrs. John G. McClure. After the 
business meeting, there were informal discussions 
of Hygeia and the auxiliary and quacks and cults. 
Several subscriptions to Hygeia were renewed. 
Delightful refreshments were served by the hos- 
tess during the social hour. 

Mrs. Claude A. Martin, 
Publicity Chairman. 





CADDO PARISH 





The Woman’s Auxiliary to the Shreveport Medi- 
cal society met Wednesday afternoon in the home 
of Mrs. A. A. Herold. After a short business ses- 
sion, Mrs. Peachy Gilmer introduced Mrs. Robert 
Simmons who has recently moved to Shreveport 
with Dr. Simmons to make her home. Mrs. Sim- 
mons delighted the members with her presenta- 
tion of medical current events. Mrs. Harold 
Quinn followed with a paper on “Highlights of 
Medicine in 1937.” Mrs. Quinn’s paper, which was 
carefully prepared and condensed, brought out 
much that was important and interesting to lay- 
men in the various branches of medicine. During 
the coffee hour which followed, Mrs. J. T. Crebbin 
and Mrs. C. E. Rew poured coffee from a beauti- 
fully appointed table, assisted in the dining room 
by the hostesses of the afternoon. 

Mrs. J. T. Scales, 
Publicity Chairman. 





Following are the names of the officers and 
chairmen of the Woman’s Auxiliary to the South- 
ern Medical Association: 

OFFICERS 

President: Mrs. Luther Bach, 325 Taylor Ave., 
Bellevue, Ky. 

President-Elect: Mrs. W. 
23rd., Oklahoma City, Okla. 

First Vice-President: Mrs. T. R. W. 
Pointsett Hotel, Greenville, S. C. 

Second Vice-President: Mrs. E. W. Veal, No. 25 
Miami Road, S. Jacksonville, Fla. 


K. West, 223 N. W. 


Wilson, 


Book Reviews 


Recording Secretary: Mrs. Estes H. Hargis, 
1231 32nd. St., N. Birmingham, Ala. 
Corresponding Secretary: Miss Alma _ Jean 


Bach, No. 325 Taylor Ave., Bellevue, Ky. 
Treasurer: Mrs. George J. Taquino, 
Fontainbleauu Drive, New Orleans, La. 
Historian: Mrs. J. W. Warren, No. 407 Audubon 
Blvd., New Orleans, La. 


No. 18 


Parliamentarian: Mrs. M. Pinson Neal, No. 130% 
Bouchelle Ave., Columbia, Mo. 
COMMITTEES 

Memorial: Mrs. Olin C. Coffer, 948 Lullwafer 


Road, N. W., Atlanta, Ga. 

Research: Mrs. S. A. Cullom, Sr., 621 Main 
St., Texarkana, Tex., assisted by Mrs. A. A. Herold, 
Shreveport, La. 

Jane Todd Crawford: Mrs. C. B. Erickson, 423 
Herndon Ave., Shreveport, La. 

Resolutions: Mrs. Jules Myron Davidson, No. 
10 Trianon Plaza, New Orleans, La. 

Budget: Mrs. Charles Corn, No. 11 Crescent 
Ave., Greenville, S. C. 

Custodian of Records: Mrs. Stephen C. McCoy, 
Preston St. Road, Louisville, Ky. 

Re-appointed Council Members: 


Alabama: Mrs. L. W. Roe, Mobile. 

Arkansas: Mrs. S. A. Cullom, Jr., Texarkana. 

District of Columbia: Mrs. A. Barnes Hooe, 
Washington. 

Florida: Mrs. E. W. Veal, Jacksonville. 

Georgia: Mrs. L.. W. Williams, Savannah. 


Advisory Committee: 
Dr. J. W. Jervey, Greenville, S. C. 
Dr. W. K. West, Oklahoma City, Okla. 
Mr. C. P. Loranz, Birmingham, Ala. 





The president reports the organization of an- 
other new auxiliary; i. e. in Rapides Parish. 
This brings the total of new auxiliaries since 
April up to eight. Next month, we expect to report 
another one. 

Do not forget the A. M. A. Health Broadcast 
each week; do not forget I want to hear from 
you each month with news of your parish auxili- 
ary. 

Mrs. L. W. Alexander, Chairman. 
Press and Publicity. 





BOOK 


Clinical Endocrinology: By Samuel A. Loewen- 
berg, M. D., F. A. C. P., with a Foreword by 
Hobart A. Reimann, M. D. Philadelphia, F. 
A. Davis Company, 1937. pp. 825. Price $8.00. 


Loewenberg has divided his subject matter into 
thirteen chapters, the last of which discusses the 
laboratory work. This the reviewer has only 
glanced through rather superficially but at least 
with sufficient attention to note that it contains 


REVIEWS 


more detail than is usually incorporated in equiva- 
lent sections in other books. 


The remainder of the book contains the usual 
discussion of the embryology, the anatomy, the 
hormones, identified or theoretical, and the clini- 
cal application of such endocrine products as are 
available or supposedly useful at the present time. 
The estimates of therapeutic values are conserva- 
tive and in many, or perhaps most, instances 
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based on the clinical experience of the writer. One 
good feature of each chapter is a reasonably com- 
pendious bibliography which is a welcome ad- 
dition, especially as personal reference to some 
of them has shown them to be correct. 

The chapters devoted to the internal secretions 
of the pancreas and of the thyroid are unusually 
attractive in that the detail is thoroughly evalu- 
ated, and the therapeutic measures are eminently 
complete and practical. 


Obesity, which is a burning problem both in 
theory and fact, particularly where the female 
sex is concerned, receives attention without af- 
fording the reader much satisfaction or a great 
amount of enlightenment. The classification of 
obesities into types is novel and it helps one to 
know that the outstanding objective symptom 
upon which both the eye of the patient and the 
eye of the doctor is so often focused may have 
a manifold etiology. 


There are some excusable errors, for the most 
part typographical, which inevitably creep into 
the first edition of all books. However, it is dif- 
ficult to understand why the statement on page 
326 should have slipped in regarding the cho- 
lesterol content of the blood in endemic cretinism. 
This is said to be “high and may reach to 6 mgm. 
or over to the 100 c.c. of blood.’’ Unless the ab- 
breviation “mgm.” means something other than 
milligrams, the figure is exceedingly small, the 
amount being normally 140-170 mg. (Gradwohl) 
or 140-190 mg. per 100 e¢.c. (Laboratory Methods 
of the United States Army). 

The diction is excellent, the press work equally 
good, and the text makes for clarity and easy 
reading. Altogether the book is a work highly 
commendatory of the author’s learning and ex- 
perience. 

L. C. Scorr, M. D. 





Manual of Human _ Dissection: 
Shearer, Ph. D. Philadelphia, 
Son & Co., Inc., 1937. 
Price $4.25. 


Designed for the medical student, this work 
aims only to outline the procedures of dissection 
and to aid the identification of structures as they 
are exposed. Its purpose, as a supplement to a 
textbook of anatomy, is to indicate to the begin- 
ner the features which he can reasonably be ex- 
pected to disclose in his own dissections and to 
cbviate the misdirection of time and effort which 
results from the lack of definite technical guid- 
ance in the laboratory. The directions for dissec- 
tion, as well as the descriptive matter, are brief 
and to the point. The figures, reproduced from 
the author’s own drawings, are notable not only 
for their simplicity and accuracy but especially 
in that they illustrate dissections carried out ex- 


By Edwin M. 
P. Blakiston’s 
pp. ix + 321; figs. 79. 
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actly as the student is directed to make them. 
The format of the manual is in keeping with its 
intended use; the type face is large and the bind- 
ing is sturdy, the cloth cover being water resist- 
ing and washable. 

Harotp CumMMINs, Ph. D. 





International Clinics: Vol. III, September, 1937. 
Philadelphia, J. B. Lippincott, 1937. pp. 328. 
Price $2.50. 

This volume contains medical clinics at the 
Johns Hopkins Hospital in addition to excellent 
articles dealing with several aspects of tubercu- 
losis and syphilis. Essays pertaining to diseases 
of the heart, lungs, circulation and the endocrines 
are both interesting and important in their time- 


liness, with references to present day problems 
in medicine. To the members of the local pro- 
fession: There is an article entitled, “Diabetics 


—What of the Future,” by the late Dr. I. I. Le- 
mann. 
I. L. Ropprns, M. D. 
Russian Medicine: By W. Horsley Gantt, M. D. 
New York, Paul B. Hoeber, 1937. pp. 214 with 
12 illus. Price $2.50. 

This little volume is one of a series of hand- 
books of medical history published under the gen- 
eral title of Clio Medica. The author’s interest in 
Russia began while a member of the American 
Relief Administration in 1922-23 and developed 
during the five years he was working with Pro- 
fessor Pavlov (1924-29). 

He divided Russian medicine into four periods: 
The first began at the time of Peter the Great 
and the last epoch is that of Soviet Medicine. 
The history of Russian medicine runs parallel with 
the story of Russia itself. The development of 
the country came centuries later than that of the 
central and western European nations. 





* The last chapter entitled “Soviet Medicine” will 
prove the most interesting to the casual reader. 
Here we learn of the several Soviet achievements 
since the new regime. The author states, “In thus 
replacing the private by the governmental doctor 
and providing free treatment for the employees, 
the state, in spite of remarkable progress, has at- 
tempted a larger task than it has been able at 
present to solve adequately. Doctors and medical 
personnel are tired, overworked and often indif- 
ferent: The system is slow and cumbersome, so 
that the patient is frequently “well or dead” be- 
fore his turn comes for the sanatorium.” 

He mentioned that notwithstanding bungling 
and red tape, the Soviet government has made 
tremendous advances in public health work. 
Science in Soviet Russia at present tends to be 
spectacular, suggesfive, brilliant, often very in- 
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genious, but frequently wanting in the matter of 
careful controls, self-restraint and criticism. 
This is an interesting summary of the history 
of Russian medicine. For those interested in the 
achievements of Soviet medicine, this volume is 
recommended. 
WarrkEN Hesert, M. D. 





Practical Proctology: By Louis A. Buie, A.B., M.D., 
F.A.C.S. Philadelphia, W. B. Saunders, 1937. 
pp. 512. Price $6.50. 

Rarely does it become necessary to resort to 
superlatives but in this case it is considered wise. 
This complete and accurate textbook is worthy of 
praise. Dr. Buie has had considerable experience 
in this particular field and is regarded by many 
as “the official source,” when questions concerning 
proctologic disorders arise. 

The contents of this volume include the 
nosis and treatment of diseases of the rectum 
and anus. The technic of proctosigmoidoscopy is 
thoroughly discussed as well as and post- 
operative care. 

Throughout the volume we 
“individual remarks” which so characterize this 
author. The book is not difficult to read for it 
is written in a simple, direct, though very elo- 
quent, style. 

It should be recommended for students, general 
practitioners and proctologists. 

WARREN Hesert, M. D. 


diag- 


pre- 


enjoy the rather 





Primer for Diabetic Patients: By Russell M. 
Wilder, M. D., Ph. D., F. A. C. P. Philadelphia, 
W. B. Saunders Co., 1937. pp. 191. Price $1.75. 
In writing this edition of his excellent manual 
for diabetics, Dr. Wilder has again employed the 
simple, direct manner of presentation which is 
so highly appreciated by patients struggling to 
understand something of their disease and the 
method of its care. A section on protamine insu- 
lin appears which is surprising in the information 
it imparts in a_ relatively small _ space. Paul 
Tarara’s contribution, “The Hygiene of the Feet,” 
is extremely important. 
MANUEL GaARpBERG, M. D. 





A Diabetic Manual: By Elliott P. Joslin, M. D. 
Philadelphia, Lea & Febiger, 1937. pp. 219. 
Price $2.00. 

Joslin brings up to date one of the stand-bys 
of the medical profession more completely illu- 
strated than before. 

MaAnvet Garpperc, M. D. 





A Brief Outline of Modern Treatment of Frac- 
tures: By H. Waldo Spiers, A. B., M. D. 
2nd ed. Baltimore, William Wood & Co., 1937. 
pp. 137. Price $2.00. 

The first edition of this small volume appeared 


Book Reviews 


in 1935. The objective of this book is a very 
noteworthy one and a very good one; that is, 
it attempts to present briefly an introductory 
view of the subject of fractures and dislocations 
in sufficiently short time to permit the student 
to cover the subject in the limited period which 
even an industrious student may justifiably de- 
vote to the subject during the busy surgical 
course. For this latter purpose, the volume will 
have its most rational use. There are one hun- 
dred and thirty-seven pages with approximately 
one hundred and eleven illustrations. Fractures 
of the skull are net considered nor are head in- 
juries. Fractures of the face are limited to the 
discussion of fractures of the mandible. The 
volume may be recommended as a very brief re- 
view for those who have a short time in which 
to cover the subject. 


Howarp R. Manorner, M. D. 





Management of Fractures, Dislocations and 
Sprains: By John Albert Key, B. S., M. D., 
and H. Earle Conwell, M. D., F. A. C. S. 2nd. 
ed. St. Louis, C. V. Mosby Co., 1937. pp. 
1246. Price $12.50. 

This is a second edition of a work which made 
its initial appearance three years ago. In its 
twelve hundred and forty-six pages and twelve 
hundred and twenty-two illustrations, it presents, 
in massive form, the subject of fractures and dis- 
locations. Every phase of the subject is covered 
in great detail with an introductory discussion of 
the anatomy at the beginning of each chapter; 
then the consideration of the mechanism of pro- 
duction, the diagnosis, prognosis, complications 
and details of treatment. Wherever there is any 
discrepancy in the preference of the two authors 
for a certain type of treatment, it is indicated. 
The chapters on injuries of the bones of the face 
by J. Barrett Brown and on head injuries by 
Dowman, revised by Edgar Fincher, are excellent. 
This appears to be the most comprehensive book 
dealing with traumatic injuries of the skeleton, 
and, for that reason, should be recommended 
without reservation to the student and practi- 
tioner as a reference which will answer well 
any question which may come up regarding this 
subject. The illustrations are excellent and are 
adequate in number and _ “selection. The very 
characteristic which makes this book so worthy 
of note is also one of its weaknesses; that is, 


because it is so complete, it is extremely long 


and it is difficult for students to cover and re- 
tain a reasonable amount of the mass of informa- 
they 


a busy 


tion presented in the limited time which 
can justly apportion to this subject in 


surgical course. 
Howarp R. MAnorner, M. D. 











Book Reviews 


The Postmortem Examination: By Sidney Farber, 
M. D. Baltimore and Springfield, Charles C. 
Thomas, 1937. pp. 201, Price $3.50. 

The need for a book in English on autopsy 
technic has always been felt. Dr. Farber has 
given a clear and orderly method which will be 
especially valuable to medical students, young 
pathologists and clinical house officers. His his- 
torical introduction showing the gradual develop- 
ment of the various autopsy technics used is most 
illuminating. 


JOSEPH ZISKIND, M. D. 





Genital Abnormalities, Hermaphroditism, and Re- 
lated Adrenal Diseases: By Hugh H. Young, 
M.A., M.D., Se.D., F.R.C.S.I., D.S.M. Baltimore, 
William Wood, 1937. pp. 649. Price $10.00. 


This book represents the culmination of Dr. 
Young’s lifetime experience in handling cases 
presenting various abnormalities of the genitalia. 
It should be noted that Dr. Young’s position and 
reputation probably have made it possible for him 
to see and treat more such cases than any other 
one man, thus explaining why so many rare na- 
tural phenomena are grouped together in this one 
work. 

In those cases consisting of an unbalanced 
sexual development in one way or another, it 
will be seen that each case is a law unto itself, for 
not only do the configurations of the genitalia 
differ, but the mental reactions to the situation 
by the patient, as well. Some of these individuals, 
for their own reasons, wish to remain status quo. 
The remainder wish to be molded into one defi- 
nite sex, usually the one to which their inclina- 
tions lean. However, even this is not always 
true, as in the somewhat amusing instance of 
one individual, passing as both male and female 
among different groups of friends, but who was 
definitely male in temperament. This person 
refused to be constructed into a complete male, 
however, because he was married to a man at 
the time, who he said was his “meal _ ticket,” 
and he did not wish to lose this support and be 
forced to go to work. Such are the mental re- 
actions of these patients, no two alike. 


Dr. Young reports one personal case of true 
hermaphroditism, and includes case reports of 
each of the other eight verified cases in the 
literature. We are also furnished an excellent 
and entertaining historical review of hermaphrodi- 
tism down though the ages, with illustrations and 
quotations depicting the position in society of 
these unfortunates in the various eras of civiliza- 
tion. 

Also included are chapters on other abnormali- 
ties, some common and others quite rare. These 
include hypospadias, epispadias, exstrophy of the 
bladder, cryptorchidism, and others less common. 
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The work is profusely illustrated both with 
photographs and with drawings. The drawings are 
used both to demonstrate the exact anatomy of 
these abnormalities and to illustrate the various 
steps in operative procedures for their correction. 
The description of the various operative pro- 
cedures employed in the correction of each condi- 
tion constitutes a considerable portion of the text. 
It must be remembered however that in each in- 
stance the method used represents that which 
was either suggested or preferred by Dr. Young 
himself, and does not include the other established 
procedures. In that respect, therefore, we are 
shown only the opinions and prejudices of one 
man. 

All in all, however, one is safe in regarding this 
work as perhaps the most complete presentation of 
its subject that has yet been given to the litera- 
ture. It should prove of greatest value to every- 
one faced with the care of any such unfortunate 
individual, the victim of a gross genital abnorm- 
ality. W. E. KittTrepce, M.D. 





The Normal Encephalogram: By Leo M. David- 
off, M.D., and Cornelius G. Dyke, M.D. Phila- 
delphia, Lea & Febiger, 1937. pp. 224, 
Price $5.50. 

This volume fills a long felt need as a refer- 
ence book for neurologists, neurological surgeons, 
internists and roentgenologists. It can be best de- 
scribed as a comprehensive encephalographic 
study of the normal living brain, its chambers, 
convolutions and coverings. 


illus. 


The knowledge contained in this book is the 
result of the authors’ personal experience with 
4.000 encephalographic examinations, and a com- 
plete review of the literature. Its use will ma- 
terially assist in interpreting the contrasting 
shadows of gas, fluid and tissue, as seen in the 
encephalogram, in terms of brain anatomy. 


Under general considerations the authors dis- 
cuss the apparatus used, their technic of encepha- 
lography, the relative merits of ventriculography 
and encephalography, the quantity of gas used 
and its absorption; the indications for, the contra- 
indications against and the reactions incident to 
the procedure. The roentgen technic is given to- 


gether with the positions used and the physical 
factors advised. 
Other valuable chapters describe and illustrate 


the visualization of the ventricles, the cerebral 
convolutions and sulci, the subarachnoid cisterns 
and their contents; and the intracranial struc- 
tures and their related fluid spaces. 

The roentgenograms are excellent and were ap- 
parently carefully selected for they illustrate the 
text with remarkable clarity; particularly are the 
encephalograms visualizing the cerebral convolu- 
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tions and sulci valuable for very little previous 
work has been done on this subject. 

Many of the anatomical illustrations are taken 
from Key and Retzius’, “Neurological Anatomy.” 

The bibliography covers ten pages and will be 
of much assistance to one wishing to do collateral 
reading on the subject. 

R. W. Cooper, M.D. 


Practical Talks on Kidney Disease: By Edward 
Weiss, M.D., Baltimore, Charles C. Thomas, 
1937. Pp. 176. Price $3.00. 

This book is “a concise survey” emphasizing 
the practical aspects of the subject. The author 
starts with a resume of modern theories of nor- 
mal renal function and follows with the patho- 
logico-physiologic explanation of the signs and 
symptoms of renal disease. Only the so-called 
“medical diseases of the kidney” are discussed, 
that is, the various stages of glomerular nephritis, 
the nephroses, nephrosclerosis and renal disease 
associated with pregnancy. Essential hyperten- 
sion and its relationship to renal disease is also 
briefly considered. 

Weiss has presented topics which, in his own 
experience, he has found to be confused and un- 
certain in the minds of students and practition- 
ers. The presentation of some of the topics is so 
limited that many of them perhaps might well 
have been omitted. Yet on the whole, and in 
spite of the simple, short discussions in many in- 
stances, the author has presented a _ readable, 
practical summary of most of the topics con- 
sidered. 

The book would be of value to the student or 
practitioner wishing a brief reorientation con- 
cerning the modern concepts of medical renal 
disease. It is in no sense a complete or full pre- 
sentation of the subject and is valueless as a 
reference book, but this reviewer feels the few 
hours needed to read the book were well spent. 

Georce F. ELLIncer, M.D. 
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